DECEMBER 1958 
Volume XVIII - Number 6 


PUBLISHED BY 


The American Academy of General Practice 


Systemic Lupus €rythemoatosus: A Ralativ aly 
Cemmen Clinical Probier 
Charles E. Rath, Henry C. Scruggs. Page 88 


the Acne Reaction 
Leon Goldman, M.D. Page 08 


Some Consideration: in the Manageme’ of 
Bronchial Asthma 
James A: Page 128 


GP to Molume 


(July theough December, By Page 363 


Some Concepts of the Modern Treatment of 


® | 
| | 
| 
| 
| | | 
| 
| 
| 
Scientific Agsambly 
ai fi cisco, 
mber 5 * STORY Page 245 
ESER FORM Page 257 i PLETS CONTENTS PAGES 2 AND 


1. vital antispasmodic 
fast, safe antispasmodic . . . relieves spasm-pain 
promptly, without atropine-like side effects. 2. 
balanced acid-neutralizing action — magnesium 
oxide and aluminum hydroxide—prompt, long- 
lasting relief . . . no laxation, no constipation. 
3. demulcent action—Methyicellulose—soothing 
protective coating covers ulcerated area, pro- 
motes healing. 4. antienzyme-antipepsin action— 
Sodium Lauryl Sulfate — effectively curbs ne- 
crotic effects of pepsin and lysozyme... prevents 
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every 3 hours, or as needed. Tablets: 2 tablets 
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»». SUPPORTS THE ENDOMETRIUM, hence 
«+. SUSTAINS FETAL LIFE 


Enovid, through its pronounced progesterone-like action and its 
lesser estrogenic action, enhanced by the addition of ethynylestradiol 
3-methyl ether, mimics the action of the corpus luteum hormones. 

In threatened abortion, due to an endocrine failure to support the 
hypertrophied endometrium of pregnancy, the potent progesterone- 
like activity of Enovid is of value. 

In habitual abortion, resulting from inadequate corpus luteum 
activity, Enovid supports the decidual endometrium and therefore 
encourages continuation of the pregnancy. 

Each 10-mg. tablet of Enovid contains 9.85 mg. of norethynodrel, 
a new synthetic steroid, and 0.15 mg. of ethynylestradiol 3-methyl 
ether. 


DOSAGE IN 
THREATENED ABORTION 


Two or three tablets daily on appear- 
ance of symptoms. This dosage may be 
reduced to one or two tablets daily 
when symptoms disappear. The reduced 
dosage should be continued to term 
and an increased dose given if symp- 
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DOSAGE IN 
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the fifth month. Enovid may be safely 
continued to term if desired. 
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The American Academy of General Practice is a national 
association of physicians engaged in the genera! practice of 
medicine and surgery. It is dedicated to the belief that gen- 
era! practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's 15 
standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule- 
vard at Brookside, Kansas City 12, Missouri. Publication Of- 
fice (printer): 350 East 22nd Street, Chicago 14, Illinois + One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice; $10.00 o year 
to others in U.S.A.; $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
lilinois + Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The lakeside Press, Chicago. Copyright 1958 by the 
American Academy of General Practice. 
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Season's Greetings 


It’s atMost CuristMas. Kansas City’s fabulous Country 
Club Plaza near our beautiful headquarters building 
blazes with more than 50,000 tiny, variegated lights. 
The heart of America isn’t a land of cold, cruel winters 
and the truly white Christmas is rare. But here, as 
in all parts of the free world, the spirit of Christmas 
blankets the city and the countryside. It’s a gay and 
grateful season. 

What a wonderful world it would be if the Christmas 
spirit could linger. But it slips in after Thanksgiving, 
creates a momentary aura of peace and good will, then 
succumbs to the guiles and the gaities of a brand New 
Year. Fortunately, it stays long enough for us to rem- 
inisce and remember our many fine and constant 
friends. Throughout the year we try to express our 
deep and sincere appreciation. At Christmas, a kind 
of gracious gratitude seems especially important. 

Many people have helped us; we can’t single out a 
few. And so we say, to all our readers, advertisers and 
friends, Merry Christmas and our warmest wishes for 
all that is good in the year and the years to come. 

—M.F.C. 
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Kenalog (triamcinolone acetonide) is a new synthetic corticoid compound with powerful 
anti-inflammatory and antipruritic action. Developed by the Squibb Institute for Medical 
Research, and evaluated during preliminary clinical trials in over 1,000 patients, Kenalog 
used topically has demonstrated its greater effectiveness in controlling most common 
dermatoses.' Symptoms of itching and burning are dramatically relieved after topical application 
of Kenalog.'? A superior agent for both acute and chronic dermatoses, its greater 
anti-inflammatory action is most clearly apparent in the treatment of chronic, therapeutically 
refractory conditions, such as chronic eczematous dermatitis.’ Complete resolution is often 
obtained with Kenalog where other topically applied steroids have failed.* 


Kenalog in ointment, cream or lotion form may be used for treatment of a wide variety of dermatoses including: 


Atopic dermatitis Seborrheic dermatitis Lichen simplex chronicus 
Contact dermatitis Insect bites Exfoliative dermatitis 
Eczematous dermatitis Pruritus ani Stasis dermatitis 


Neurodermatitis Pruritus vulvae Nummular eczema 
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Significant Events 


Congress To Debate 
Many Health Bills 


Health Programs 
Cost $3 Billion 


Oklahoma Drops 
Medicare Plan 


> The many friends of compulsory health insurance are 


gloating over the results of the recent congressional elec— 
tion. Representative John D. Dingle (D-Mich.) has already 


made it clear that he will reintroduce his compulsory health 
insurance bill and will cosponsor the Forand bill. 

Under the 1946 Reorganization Act, each senator rates at 
least two committee appointments and the Democrats, with a 
net gain of 13 Senate seats, will now overwhelmingly domi-— 
nate many key committees. This is important because new 
legislation seldom reaches the floor unless it is directed 
there by the guiding hand of a committee. 

A number of bills that died in the 85th Congress will be 
promptly exhumed. Look for drives to enact legislation that 
will (1) combine social security with new (and costly) 
compulsory health insurance benefits (the Forand bill); 

(2) expand the Medicare program; (3) provide "free" medical 
and hospital care for five million government employees and 
dependents; (4) force physicians under the social security 

umbrella and (5) hike veteran benefits. 


These predictions are underscored by the simple fact that 
more than 38 million people can currently count on the 


government to pay all or part of their medical expenses. 


>» The federal government's various health programs will cost 


taxpayers a record-breaking $2.9 billion during fiscal 1959. 
The 22 separate agencies and departments are today spending 


62 per cent more than they did five years ago. Much of the 
money will go to the above-mentioned 38 million people. 

As always, the lion's share is earmarked for the Depart— 
ment of Health, Education and Welfare. The HEW budget 
climbed from $849 million in fiscal 1958 to more than $1.1 
billion in fiscal 1959. 

A smaller lion's portion 3 million) is being meted 
out by the Veterans Administration. A substantial slice of 
this amount is spent on in-patient care in the VA's 173 
hospitals. At present, these hospitals have a daily patient 
load of 111,063 and operate at 92 per cent capacity. 

Much of the money is used to care for patients with non- 
service—connected disabilities. 


> The Oklahoma State Medical Association has severed rela— 
tions with the Medicare program. In a letter to OSMA mem— 

bers, Medicare Committee Chairman Walter E. Brown, a Tulsa 
radiologist, said that new Medicare restrictions have made 
the program unacceptable. 


Medicare Program 
Proving Expensive 


Socialized Medicine 
Seems Unpopular 


Exam Proves Difficult 
For Foreign Students 


> Dr. Austin Smith, editor of the Journal AMA since 1949, 
resigned November 26. Executive Vice President F. J. L. 


Blasingame announced that Dr. J. F. Hammond will be the new 
editor, effective December 15. Dr. Smith formerly served 
as secretary of the AMA Council on Pharmacy and Chemistry. 


> Dr. William J. Kennard, a former Air Force brigadier 
general, has resigned as acting director of the AMA's 
Washington legislative office. Dr. Kennard has been acting 
director since Dr. Thomas H. Alphin resigned May l. 

Reports indicate that the AMA Board of Trustees has re- 
defined the duties and functions of the Washington office. 
Previously a somewhat autonomous entity, the "new look" 
office will function more as a detached unit of the Chicago 
headquarters office. Paul R. M. Donelan, former deputy 
director, will head the Washington office staff. 


» The Medicare program cannot possibly stay within its 
fiscal 1959 budget. Expense projections indicate that the 
program, with a $72 million budget, will spend at least 
$110 million. There is every indication that Congress will 
be asked to come up with a deficiency appropriation. 

Benefit cutbacks, instituted in October, came too late. 
These cutbacks, in direct violation of the program's stated 
purpose, force dependents to use available military hospi- 
tal facilities. As anticipated, the element of free choice 
is being tacitly ignored. 


> The very obvious disadvantages of socialized medicine have 
caused the British people to develop new enthusiasm for 
voluntary health insurance plans. One voluntary plan, 
offering private care and comprehensive coverage, covers 
more than 600,000 subscribers and dependents. 


Dissatisfaction with the National Health Service program 
seems to center on four complaints. NHS patients point out 
that (1) NHS services, not covered by the plan, are increas- 
ingly expensive; (2) private rooms are not available under 
NHS; (3) the number of government hospital beds is limited 
and (4) they are not allowed to name their own specialist. 


> Foreign medical graduates are having trouble passing an 
examination that permits them to apply for internships or 
residencies in this country. Of the 844 graduates who 
recently took the examination at 30 centers in this country 
and 30 more abroad, only 418 or 49 per cent passed. An 
additional 266 came close enough to earn temporary certifi- 
cates that will let them remain for not more than two years 
of study as interns or residents. 

The results of the recent examination were announced by 
Dr. Dean F. Smiley, executive director of the Educational 
Council for Foreign Medical Graduates. The announced results 
of an earlier examination were almost identical. 
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Hingham; Secretary : Cuartes W. StraTTON, M.D., 2. Park St.. 
Lee 


Michigan. President: Francis P. RHOADES, M.D., Maccabees Bldg., 
Detroit 2; Executive Secretary: E. Crarkson LONG, ™.D., 
2626 Rochester Ave., Detroit 6 


Minnesota. President: Joun G. LouMann, M.D., Pipestone Na- 
tional Bank Bldg., Pipestone; Secretary-Treasurer: Paut W. 
LinneR, M.D., Medical Arts Bldg., Minneapolis; Executive 
Secretary: James A. Biake, M.D., 15 9th Ave. S., Hopkins 


Mississippi. President: Appison T. Tatum, M.D., Box 648, Petal; 
Secretary-Treasurer: Joun Roy Bang, M.p., 4513 Highway 80 
W., Jackson 4; Executive Secretary: Miss Louise Lacey, 
Box 1435, Jackson 
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Missouri. President: P. V. M.pD., Smithton; Secretary: 
Joun F. Peart, m.v., St Clair; Executive Secretary: Mr. Ray- 
monpD McIntyre, 622 Missouri Theatre Bldg., St. Louis 


Montana. President: Amos R. LitTie, M.D., 555 Fuller Ave., 
Helena; Secretary-Treasurer: VERNON D. STANDISH, M.D., 
127 McLeod, Big Timber 


Nebraska. President: CHartes M. Murpuy, M.D., 5901 Military 
Ave., Omaha ; Secretary-Treasurer: Joun A. Brown, III, M.v., 
113 N. 11th St., Lincoln; Executive Secretary: Mrs. ALETHA 
E. Kos, 113 N. 11th St., Lincoln 


Nevada. President: Robert V. BROADBENT, M.D., 190 Mill St., 
Reno; Secretary-Treasurer: RicHarp C. SHERETZ, M.D., 508 
Humboldt St., Reno 


New Hampshire. President: ADRIAN MARSHALL, M.D., 43 Main St., 
Meredith; Secretary: F. Putnam, M.p., Lyme 


New Jersey. President: Rosert E. VeRDON, M.D., 576 Anderson 
Ave., Cliffside Park; Secretary: A. Guy Campo, M.D., 405 
Broadway, Westville; Executive Secretary: Mr. Arruur R. 
ELLENBERGER, 120 Halstead St., East Orange 


New Mexico. President: Wenpett Hunt Peacock, m.p., 111 N. 
Orchards, Farmington; Secretary-Treasurer: Freperick R. 
Brown, M.D., 207 N. Union, Roswell 


New York. President: Grecory A. Gatvin, M.D., 401 W. State 
St., Ithaca; Secretary-Treasurer: RayMonp S. McKEEBY, M.D., 
84 Main St., Binghamton 


North Carolina. President: CHartes T. WILKINSON, M.D., Wilkin- 
son Bldg., Wake Forest; Secretary-Treasurer: Joun R. Ben- 
DER, M.D., Nissen Bldg., Winston-Salem 


North Dakota. President: ALAN K. JOHNSON, M.D., 410 6th St., E., 
Williston; Secretary-Treasurer: RicHarD DePuy Nieruinc, 
M.D., 401 3rd St., S.E., Box 951, Jamestown 


Ohio. President: CHartes R. Martowe, M.D., 1833 Broadway, 
Toledo 9; Executive Secretary: Mr. Davin J. Byrnes, 209 S. 
High St., Columbus 15 


Oklahoma. President: CHartes E. Witpanks, Jr., M.D., 727 N. 
Lewis, Tulsa; Secretary-Treasurer: V. M. RUTHERFORD, M.D., 
328 E. Aeronca, Midwest City; Executive Secretary: Mrs. 

Orene Ramsey, Box 9696, Shartel Station, Oklahoma City 


Oregon. President: Ronert H. Tinker, M.p., 1420 N. Ainsworth, 
Portland; Executive Secretary: Mrs. ANNA Payne, 4942 
Northeast 34th Ave., Portland 11 


Pennsylvania. President: GeorGe A. ROWLAND, M.D., Box 117, 
Millville; Secretary-Treasurer: Horace W. M.D., 
4450 State Rd., Drexel Hill 


Puerto Rico. President: FERNANDO VALLECILLO, Jr., M.D., 1116 
Ponce de Leon Ave., Rio Piedras; Secretary-Treasurer: 
Raven J. Lum, Jr., M.p., 601 Avenue Miramar, Santurce 10 


Rhode Island. President: Eomunp T. HackMAN, M.D., 1370 War- 
wick Ave., Warwick; Secretary-Treasurer: RicHarD J. Krar- 
MER, M.D., 2907 Post Rd., Greenwood P.O., Warwick 
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South Carolina. President: 1. Ripon Wuson, Jr., M.D., 298 Meeting 
St., Charleston; Secretary-Treasurer: Horace M. Wurr- 
worTH, M.D., 301 E. Coffee St., Greenville; Executive Secre- 
tary: Mrs. Inez C. Lyrie, 301 E. Coffee St., Greenville 


South Dakota. President: Cuartes J. McDonatp, m.v., 303 S. 
Minnesota, Sioux Falls; Secretary-Treasurer: Howarp R. 
Wo Lp, M.D., 820 N. Washington, Madison 


Tennessee. President: Joun Paut Linpsay, M.p., 5207 Harding 
Rd., Nashville 5; Secretary-Treasurer: Irving R. Huarp, 
M.D., 601 Woodland St., Nashville 


Texas. President: CHartes E. Oswatt, Jr., M.p., Box 277, Ft. 
Stockton; Executive Secretary: Mr. Donato C. Jackson, 
1905 N. Lamar St., Austin 


Utah. President: F. Taytor, M.p., 1265 4th N., Salt Lake 
City; Secretary-Treasurer: Harotp E. Younc, Jr., M.D., 
2 S. Main St., Midvale 


Vermont. President: THomas A. KENNAN, M.D., 49 West St., 
Rutland; Secretary-Treasurer: Epwarp B. Crang, M.D., Box 
306, Charlotte 


Virginia. President: Wuuiam L. Batt, M.p., 714 North Blvd., 
Richmond; Secretary: Russet G. M.D., 1016 W. 
Franklin St., Richmond 20; Executive Secretary : Mrs. Louise 
B. Greiner, 4205 Dover Rd., Richmond 21 


Washington. President: Haroip D. Frirz, m.p., Cathlamet; Sec- 
retary-Treasurer: Joun E. GAnRINGER, M.D., Medical Arts 
Bldg., Wenatchee; Executive Secretary: Mr. Watrer Lap- 
steY, Medical Arts Bldg., Vancouver 


West Virginia. President: Seicte W. Parks, M.p., 102 Adams St., 
Fairmont; Secretary: James Kerru Pickens, M.D., 116 S. 5th 
St., Clarksburg; Executive Secretary: Mr. Dontey T. Suvuttz, 
Box 1187, Fairmont 


Wisconsin. President: Davin N. Gotpsretn, M.p., 6903 5th Ave., 
Kenosha; Secretary-Treasurer: JouN A. M.p., 944 N. 
Jackson St., Milwaukee 2; Executive Secretary: Mr. Lov 
Ruepennorr, 758 N. 27th St., Milwaukee 


Wyoming. President: Epwarp J. GumroyLe, M.D., 227 S. Seneca, 
Newcastle; Secretary-Treasurer: Wittarp H. Pernnoyer, 
M.D., Hynds Bldg., Cheyenne 


“Why not just name it Pyronolosterzyltinydonerol — 
and let it go at that?” 


15 


op” 
13 
rof. 
thi- 
Ve., 
ary- 
|) 
ING, 
.D., 
Mr. 
tern 
.OLF, 
Mr. 
| Se., 
Fou- | 
| 
ston; 
wick 
St. 
M.D., 
Mr. 
n St., 
M.D., 
| 
m W. 
sutive 
Petal; 
ray 80 
mber 6 


EARLY POSTMENOPAUSE LATER POSTMENOPAUSE 70 AND OVER 


Complains of low back pain, vague Back pain is severe, 
aches and fatigue hips (“girdle pain”) 


Posture is poor Patient is round shouldered, 


No x-ray evidence of bone lesions walks with a stoop 


of lower vertebrae 


These three patients have osteoporosis. Early diagnosis 
and treatment with “Formatrix” is important because 
osteoporosis is probably the only age change that can be 
averted. With “Formatrix” therapy, relief from the symp- 
toms of low back pain, vague aches and fatigue may be 
obtained in as little as a few weeks. “Formatrix” supplies 
the essential materials to stimulate increased bone forma- 
tion and prevent further loss of bone substance that leads 
eventually to loss of height, stooped posture, and dis- 
abling fractures. 


The highest incidence of osteoporosis may be found 
among the 14,000,000 women in the U.S.A. who are 
55 years of age and over. Some investigators claim that 
almost all women past the menopause will show some 
degree of osteoporosis; furthermore, if all these women 
were examined carefully, 50 per cent would show x-ray 
evidence of decreased bone mass. 


AYERST LABORATORIES 
New York 16, N. Y. * Montreal, Canada 


X-ray reveals compression fractures 


spreading to Fracture of hip after a minor fall 
X-ray reveals fracture of neck of femur 


X-ray reveals compression fractures 
of lower lumbar vertebrae 


Suspicion may be the handiest diagnostic tool since pre- 
senting symptoms vary from mild to severe and in- 
capacitating pain, and no x-ray evidence of spinal degen- 


eration is available until about 30 per cent of the bone 


matrix is lost. Between these two extremes there are 
other signs of estrogen deficiency such as wrinkled and 
thinning skin, a tendency to appear older than stated 
years; there may also be hypercalciuria when postmeno- 
pausal osteoporosis is complicated by acute osteoporosis 
of disuse. 


Osteoporosis is primarily an atrophic condition of bone 
matrix formation and any factor that depresses osteo- 
blastic activity or retards the formation of protein and 
connective tissue such as prolonged immobilization, cor- 
tisone therapy, or malnutrition will favor development 
of osteoporosis in both male and female. 
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This Month's Authors 


George S. Allen, M.D., an Academy member practicing in Louisville, Ky., 
presented his findings on chronic cervicitis at the Ninth Annual Assembly in 
St. Louis. In 1957 he received the Kentucky chapter’s annual General Practi- 
tioner Research Award for work in that field. Dr. Allen was graduated from the 
University of Louisville School of Medicine and served his internship at the Ohio 
State University Medical Center. He is on the active staff of two Louisville hos- 
pitals, St. Anthony’s and Norton Memorial Infirmary and teaches obstetrics to 
nurses at St. Anthony’s. Dr. Allen’s article is “Prenatal Care: A Classroom 
Approach.” Page 109 


Leon Goldman, M.D. is currently professor of dermatology at the Univer- 
sity of Cincinnati College of Medicine. The author of ‘Some Concepts of the 
Modern Treatment of the Acne Reaction,” Dr. Goldman is director of derma- 
tology at two Cincinnati hospitals, General and Children’s Hospital. He was 
graduated from the university’s medical college in 1930 and is certified by the 
American Board of Dermatology and Syphilology. A member of the American 
Academy of Dermatology and Syphilology, Dr. Goldman has been a member of 
a 73 GP’s Editorial Advisory Board since its inception and has an active private 

ae practice in Cincinnati. Page 98 


James A. McLean, M.D. was graduated from the University of Michigan 
Medical School, Ann Arbor, and took both an internship and medical residency 
at Baylor Hospital, Dallas, Tex. Dr. McLean served with the armed forces 
in Germany and is now a member of the department of internal medicine, section 
on allergy, University Hospital, Ann Arbor. He is a member of the American 
Academy of Allergy, the Michigan Allergy Society and Phi Rho Sigma. The 
author of this month’s Practical Therapeutics article, the sixth of the current 
Michigan series, Dr. McLean’s article is entitled ‘Some Considerations in the 
Management of Bronchial Asthma.” Page 128 


Charles E. Rath, Jr., M.D. is associate professor of medicine and director of 
hematology, Georgetown University Medical Center. A graduate of Western 
Reserve University, Cleveland, O., Dr. Rath interned at Peter Bent Brigham 
Hospital, Boston. Later, at Peter Bent Brigham, he was a research fellow in 
- medicine and subsequently, an assistant resident in medicine. He is a member of 
the American Federation for Clinical Research, the Southern Society for Clinical 
Research, Alpha Omega Alpha and Phi Beta Kappa. Dr. Rath coauthored 
‘Systemic Lupus Erythematosus: A Relatively Common Clinical Problem” with 
Henry C. Scruggs, M.D. Page 88 


Eugene J. Rogers, M.D., Brooklyn, N.Y., wrote “Principles and Objectives 
in the Comprehensive Care of the Chronically Ill.” Dr. Rogers is director of 
physical medicine and rehabilitation at Cumberland Hespital, Brooklyn, and 
Forest Hills Nursing Home, Queens, N.Y., and associate attending physician 
in physical medicine and rehabilitation, Polhemus Rehabilitation Center, Long 
Island College Hospital, Brooklyn. For two years he was on the New York 
Medical College—Metropolitan Medical Center staff. Dr. Rogers, a graduate of 
the Chicago Medical School, has taken fellowships in physical medicine at Mayo 
Clinic and Kessler Institute of Rehabilitation. Page 112 
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Peter Piper picks delicious, apple-flavored 


ABDEC DROPS 


comprehensive multivitamin formula 


NOW WITH VITAMIN B. 


improved formula for better-than-ever nutritional support 


Each 0.6 ec. of ABDEC DROPS now supplies: Vitamin B,2 added 

Vitamin A Nicotinamide doubled 

Vitamin C (ascorbic acid) ...........e00s , Pantothenic acid more than doubled 
Vitamin B, (thiamine hydrochloride) 4 Riboflavin tripled 

Vitamin Bo (G) (riboflavin) ............. 1.2 mg. 
Vitamin Bg (pyridoxine hydrochloride) ...1 mg. 
Pantothenic acid (as the sodium salt) 
Nicotinamide hypoallergenic 

Vitamin By2 

In bottles of 15 and 50 cc. with calibrated plastic * easy to give in foods or fluids 
droppers. or directly on the tongue 


» stable—needs no refrigeration 


2 
: Ip: PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 
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Tempered Admiration 


Dear Sirs: 

There is a deep and wide-spread admiration today for 
the great advances made by modern medicine. The con- 
quest of polio, the successful, radical surgery upon the 
heart and the amazing results of antibiotics, elicit awe and 
respect from all. But when it comés down to the practice 
of a local doctor this admiration is tempered by the stub- 
born questions: Are these advances for the benefit of man- 
kind, or for the profit of the doctors? This is a blunt way 
of putting it, yet it is an honest reflection of a public 
dilemma. 

There is a yacht harbor in my community that sells and 
services yachts for people in Chicago and Milwaukee and 
along this shore of Lake Michigan. The other day the 
manager told me: ‘‘It used to be that many of these boats 
were owned by car dealers. Now almost a third of our boats 
are owned by doctors. When doctors can afford to spend 
$50,000 to $70,000 for a boat, and then casually buy many 
of the expensive pieces of equipment that go with it, it 
makes you wonder about their fees.” 

At the base of this dilemma is a general confusion over 
the role of the doctor in our society. In the public mind 
there is a lingering conception of him as family physician 
and friend, but the financing of modern medicine causes the 
people to think of him as a businessman. The doctor him- 
self is confused at this point. He has been nourished on the 
idea that the practice of medicine is one of the main avenues 
of service to his fellowmen, but the necessity of renting an 
office, buying equipment and paying his help require a busi- 
ness-like approach if he is to stay solvent. 

The way out of this confusion, and toward the re- 
emphasis of medicine as a profession, lies in the direction 
of group medicine. The kind of group insurance of which 
lam thinking could be set up by a single doctor in coopera- 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


tion with the families who look to him for help. The pa- 
tients would be free to accept or reject the plan. The doctor 
would be free to accept or reject membership in the group 
to any given person. An annual financial report from the 
doctor would keep his patients informed as to the actual 
costs of medical care. 

Do you think your readers would be interested i in an 
article on this subject titled ‘Let’s Re-emphasize the Pro- 
fession of Medicine”? 

Rev. I. Dean Jorpan 
First Methodist Church 
Sturgeon Bay, Wis. 


Perhaps—let’s see it.—PuBLISHER 


Pre-Practice View 


Dear Sirs: 

GP is a very well-done job «nd I enjoy it for the teaching 
slant of the articles. My brother who is an AAGP member 
sent me a subscription as a graduation gift. I enjoy reading 
it over all others. 

The executive director’s annual address reporting on ten 
years of progress was very encouraging. The medical school 
with its complete specialty faculty, the often second-class 
status of general practitioners in the medical hierarchy not 
to mention the second-class medicine too frequently prac- 
ticed by general practitioners can all be very discouraging. 
It’s good to see and read of others who feel as I do. 

Like a number of fellows in my class I’m going to take 
a few years of residency prior to entry into general prac- 
tice. It’s difficult to decide on the training—at least I find 
it so. I’m going to accent psychosomatic medicine and 
probably will take some psychiatry before entering practice. 


Gerorce HartTraus, M.D. 
Chicago, 


Yours Truly... 


Rural Practice Preferred 


Dear Sirs: 

In another few months I will be starting into general 
practice. At the present time I am looking for a place to 
practice, when I am through my residency. 

We (my wife is also a doctor) are interested in a rural or 
small town practice, preferably in New York state or 
Pennsylvania, but not to the exclusion of other areas. 
Could you give us some help in finding a location? 

Both of us are graduates of the University of Rochester 
School of Medicine (I in 1954, my wife in 1955). I had 
a one-year rotating internship at Philadelphia General 
Hospital. The following year I had a general practice resi- 
dency at the University of Colorado and Denver General 
Hospital while my wife interned there. The next two years 
we spent with Cornell University Medical College and the 
United States Public Health Service. We were in charge of 
a clinic on the Navajo Reservation in Arizona which is run 
by Cornell under contract with the United States Public 
Health Service. At present I am taking the second year of 
a medical residency at the University of Vermont and 
DeGoesbriand Memorial Hospital, which will end in April. 

Since we have started looking over areas to practice 
we have become extremely interested in the Sears Roebuck 


Foundation program and wonder if you know of areas the, 
have surveyed which need doctors. 
We will appreciate any help you can give us in finding 
a location for general practice. 
GENE Fartey, JR., M.D. 
South Burlington, Vt. 


Let George Do It! 


The responsibility of keeping track of individual attendance 
at scientific meetings has always been left to the individual 
physician who then submits his record either to state or national 
headquarters for credit. However, the following letter received 
by one of the chapter secretaries is a more novel (while not 
recommended) approach.—PUBLISHER 


Dear John: 

I have lost my records of postgraduate studies and am 
having trouble filling out Category I credits on my post- 
graduate report. 

However, I remembered that you were always present 
at the meetings I attended, so if you will send me a copy 
of your Category I credits, I can just copy it down on my 
report and save a lot of trouble. 

NaME WITHHELD ON REQUEST 


WITH THE FIRST DAY’S DOSE 


you'll see renewed vitality—even before you 
notice the “tonic” effect of ALERTONIC vitamin- 
mineral supplementation. 


THE WM. MERRELL COMPANY 
New York - CINCINNATI St. Thomas, Ontario 
Another Exclusive Product of Original Merrell Research 


TRADEMARKS: ‘ALERTONIC,* MERATRAN® 
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It's Good Business 


Dear Sirs: 

The editors and managing publisher have done an ex- 
cellent job with GP. 

I had not known, previous to the publication of my 
contribution (‘‘Realistic Approach to Occupational Haz- 
ards as a Cause of Disease,” September, GP), that you are 
in a position to award an honorarium to the authors of 
full-length scientific articles. It is a practice which speaks 
for fine business management. 


Lemuet C. McGEE, M.D. 
Wilmington, Del. 


Several Needed 


Dear Sirs: 

I have an exceptional opening for several general prac- 
titioners who might be interested in group practice. 

In all of my correspondence with medical placement 
bureaus I have specifically asked for AAGP members. A 
Florida license is necessary for practicing in Orlando. 

A. S. STEVENSON, M.D. “1 don't care if it does look cute 
1920 Orange Avenue all | want is a plain sign!” 
Orlando, Fla. 


.--BRIGHTEN THE OUTLOOK ...NOURISH THE BODY 


ALERTONIC alerts the listless, blue pa- Supplementary B-vitamins and miner- 
tient, brightens his outlook fast, con- als give a needed lift to poor appetite 
tains a safe, effective psychic energizer.* and metabolism. 


Prescription only. One tablespoon t.i.d. Professional literature and samples on request. Write Dept. AT 
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in clificabaise for more than 12 years andtéday the most widely prescribed 

antibacterial, f uracin--likesther nitroturans—remains efiec- 
tive @gaitet patho cns which have developed, or are prone to develop, 
resistance vo other antibacterial agents, There has been no evidence that 
ofiginally Sensitive strains of or other bacteria icse their 
to FuRacin in any signin 


Available #5:Soluble Dressing, Soltble Powder, oF Rdlution: Also in Vazinal wha 
Urethral Suppositories end in special eT a ear and nose. 


one ot the unique nitrofurans— products of Eaton 
Eston Laboretories, No wich, Mew York 


‘<3 mS TOF every tOpiCal 


THE ,DIAPHRAGM 
WITH THE 


CONTOURING 


COIL SPRING 
OFFERS YOU AND YOUR PATIENTS 
MORE BENEFITS THAN ANY OTHER TYPE 


. Expressly designed to assure your patient_ease of insertion and auto- 
matic placement. 
. Conserves physician's time by reducing fitting and instruction period. 
. Patients learn faster and develop greater confidence because of the ease 
with which they learn to place and use the diaphragm. 
. Affords greater patient protection by locking in spermicidal lubricant 
and delivering it directly under and next to the os uteri. 
5. Folds behind pubic bone with suction-like action forming a more 
effective barrier. 
6. Simple to remove. 


When compressed, diaphragm forms into semi-curve or half-moon shape 
(Fig. |) permitting it to pass easily along floor of the vagina beyond cervix 
(Fig. 2) without any difficulty. No mechanical inserter or introducer is re- 
quired (Fig. 2) since the KORO-FLEX will not buckle or butterfly in form. 


KORO-FLEX (contouring) Diaphragm is ideal, not only where ordinary 
coilspring diaphragms are indicated but for Flat rim (Mensinga) type 
as well. 
FIG. 2 May be used in cases of mild 

prolapse, cystocele or rectocele. 


Suggest the ient ical 

4 KORO-FLEX COMPACT 60-95 mm 
Sanitary plastic bag with zipper closure. 
Diophragm, tube KOROMEX Jelly (3 oz.), 
Cream (1 oz. trial size). 
Available at all prescription pharma- 
cies. Write for descriptive literature. 


HOLLAND-RANTOS COMPANY, 145 HUDSON STREET, NEW YORK 13, N. Y. 
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George W. Beadle, Ph.D. 


The Nobel Prize in Medicine 


On Ocroser 30, Professor Torbjorn Casperson of the 
Royal Caroline Institute of Medicine announced that 
the Nobel Prize in medicine had been awarded to three 
American scientists. These men, Drs. George W. 
Beadle, Edward L. Tatum and Joshua Lederberg, are 
credited with solving some basic riddles of heredity. 
Their discoveries have opened new avenues in cancer 
research. 


Genes and Chemical Processes 


In 1941, two Stanford scientists found that genes con- 
trol the synthesis of vitamins and amino acids, a dis- 
covery that clarified whole areas of biology and opened 
new fields for investigation. This year, the twomen, Drs. 
Beadle and Tatum, will share half of the $41,420 prize. 


PERSONALITIES 


Edward L. Tatum, Ph.D. 


IN THE MEDICAL NEWS 


Dr. Babiez, chairman of the biologic sciences division 
at California Institute of Technology, made his first 
major contribution in the field in 1935 when he dis- 
covered that a gene controls the eye color of a fruit fly 
by producing a chemical substance. A graduate of 
Cornell, Dr. Beadle was on the Harvard faculty one 
year before he moved to Stanford. There he and Dr. 
Tatum began their work. using red bread mold instead 
of the fruit flies traditionally used in studying heredity. 
This particular mold will mate, and the doctors dis- 
covered that a mold which required outside help to 
grow properly would transmit this need to an off- 
spring. A Lasker Award recipient, Dr. Beadle is cur- 
rently the Eastman visiting professor at Oxford, 
chairman of the American Cancer Society’s Scientific 
Advisory Council and chairman of the National Acad- 
emy of Science’s Committee on the Genetic Effects of 
Atomic Radiation. 


Joshua Lederberg, Ph.D. 


GP Volume XVIII, Number 6 


4 
ay 

. 

; 

36 


umber 6 


Dr. Tatum, who has worked extensively with both 
Drs. Beadle and Lederberg, is a member and professor 
of the Rockefeller Institute. He was a research asso- 
ciate at Stanford when he joined forces with Dr. Beadle. 
From 1945 to 1948, he was on Yale’s faculty (the years 
he was associated with Lederberg), but he returned to 
Stanford as professor of biology. Dr. Tatum’s special 
interests have been the nutrition and metabolism of 
insects and microérganisms and the biochemistry and 
genetics of microérganisms. In 1953 he received the 
American Chemical Society’s Remsen Award for his 
contributions in the field of biochemical genetics and 
for his classic discovery in 1947 with Dr. Lederberg of 
“bi-parental inheritance and sexual reproduction in 
bacteria.”’ On his selection as a Nobel Prize winner, Dr. 
Tatum said, “It is quite an overwhelming feeling, nat- 
urally. It is always gratifying to a scientist to have his 
work recognized and to feel that his work has con- 
tributed to human welfare and knowledge. I am sure 
I express the feelings of my colleagues when I say that 
it makes me proud and humble to represent America 
in the field of international research and understand- 


ing.” 


Genetic Recombination 


THE REMAINING HALF of this year’s prize in medicine 
and physiology goes to a 33-year-old university pro- 
fessor for “his discoveries concerning the genetic re- 
combination and the organization of the genetic mate- 
rial of bacteria.” 

Dr. JosHua LEDERBERG, rated as a genius by his col- 
leagues, had proved that bacteria have a sex life of 
sorts (reproduce by a union, with an exchange of 
genes), a fact that boosted and expanded the field of 
experiment. Even more important was a later discovery 
that viruses invading bacteria can change the heredity 
of their victims, reorganizing the material into hun- 
dreds of new virus particles. If these particles infect 
other bacteria, they sometimes change them into new 
strains. Dr. Lederberg originally planned a medical 
career and completed two years at Columbia’s College 
of Physicians and Surgeons before accepting Dr. 
Tatum’s invitation for a vacation stint at the latter’s 
Yale laboratory. He never got back to Columbia. At 
Yale, he continued his experiments in biochemical 
genetics, became a research fellow working as a grad- 
uate student under Tatum. Dr. Lederberg completed 
work for his doctorate degree in 1947, then went to the 
University of Wisconsin as assistant professor of ge- 
netics. He became a full professor in 1954 and three 
years later organized the department of medical ge- 
netics. Dr. Lederberg was recently named head of a 
hew genetics department at Stanford’s medical school. 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as well as 
other medical meetings in which general practitioners will 
have an interest, will appear here monthly. 


“Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed when 
available. 


“Dec. 17. University of indiana, course on pediatrics for gen- 
eral physicians, Indianapolis. (7 hrs.) 

*Dec. 18. University of indiana, course on fluid and electrolyte 
balance, Indianapolis. (7 hrs.) 

“Dec. 18. Kentucky chapter and John N. Norton Memorial tn- 
firmary, Norton Memorial Infirmary Postgraduate Medica! 
Seminar, Norton Memorial infirmary, Louisville. (4 hrs.) 

*Jan. 4. Panhandle (Texas) chapter, postgraduate seminar, 
Dumas. (4 hrs.) 

*Jan. 5-7. University of Minnesota, course on otolaryngology 
for general physicians, Minneapolis. (15 hrs.) 

*Jan. 7. University of indiana, course on pulmonary emphysema 
—diagnosis and therapy, Indianapolis. (6 hrs.) 

*Jan. 7-23. Albany Medical College of Union University, post- 
graduate medical seminar cruise to the Caribbean and 
Panama, sailing from New York City on New Gripsholm. 

(25 hrs.) 

*Jan. 10. New Jersey chapter, annual meeting, Hotel Traymore, 
Atiantic City. 

“Jan. 14. Duke University, medical seminar cruise, aboard 
Saturnia, 16-day cruise. (30 hrs.) 

*Jan. 14. University of Oklahoma, course on diagnosis and 
management of heart disease in infancy and childhood, 
Oklahoma City. (4 hrs.) 

*Jan. 14-Feb. 18. Queens County (New York) chapter, post- 
graduate commities, course on clinical pathology, Wed- 
nesdays, Terrace Heights Hospital, Hollis, N. Y. (6 hrs.) 

*Jan. 15-17. University ef Minnesota, course on newer drugs 
in general practice, Minneapolis. (15 hrs.) — 

*Jan. 19-20. University of Kansas School of Medicine, ef al, 
course on pulmonary disease clinic, University of Kansas 
Medical Center and Kansas City VA Hospital. (14 hrs.) 

*Jan. 19-24. University of Colorado, general practice review, 
Denver. 

*Jan. 20-22. University of Maryland, postgraduate conference 
in medicine, Baltimore. (15 hrs.) 

*Jan. 21-22. University of Kansas Schoo! of Medicine, course 
on gastroenterology, University of Kansas Medical Cen- 
ter, Kansas City, Kan. (14 hrs.) 

*Jan. 21-22. University of Indiana, course on diarrheal dis- 
eases, Indianapolis. (11 hrs.) 

*Jan. 23. University of Kansas Schoo! of Medicine and Kansas 
Medical Society, course on the ophthalmoscope: its use in 
medicine, University of Kansas Medical Center, Kansas 
City, Kan. (7 hrs.) 

*Jan. 23-25. University of Minnesota, course on cardiovascular 
diseases for general physicians, Minneapolis. (15 hrs.) 

*Jan. 26-28. University of Michigan, course on pediatrics, 
University Hospital, Ann Arbor. (15 hrs.) 

*Jan. 28-29. University of Kansas School of Medicine and Kan- 
sas Medical Society, course on endocrinology and metab- 
olism, University of Kansas Medical Center, Kansas 
City, Kan. (14 hrs.) 

*jJan. 28-30. Louisiana chapter, course on emergencies in medi- 
cine, Hutchinson Memorial Building, New Orleans. (18 hrs.) 

*Jan. 28-30. University of Michigan, course on obstetrics and 
gynecology, University Hospital, Ann Arbor. (14 hrs.) 

*Feb. 1. Panhandle (Texas) chapter, postgraduate seminar, 
Amarilic. (4 hrs.) 

“Feb. 4-6. New York University-Bellevve Medical Center, 
full-time course on modern trends in the diagnosis and 

treatment of congenital heart disease, New York City. 


CONTINUED ON PAGE 243 
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Fostex degreases the skin 


and helps remove blackheads 


Fostex contains a combination of surface 
active agents (Sebulytic*) which: 
Completely emulsify excess oil so that 

it is quickly washed off the skin. 


Penetrate and soften comedones, 
unblocking the pores and facilitating 
removal of sebum plugs. 


Fostex dries and peels the skin 


The Sebulytic base of Fostex dries and 
promotes peeling of the skin . . . actions 
enhanced by the keratolytic effects of 
micropulverized sulfur and salicylic acid. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl 
polyether sulfonate, sodium dioctyl sulfosuccinate.) 


ee ee Fostex is easy for your patients to use 


< Patients stop using soap on affected skin 
areas. Instead they use Fostex for thera- 
peutic washing of the skin. The Fostex 
lather is massaged into the skin for 5 min- 
utes—then rinse and dry. 


FOSTEX CREAM 

for therapeutic washing of 
skin in the initial phase of acne 
treatment, when maximum 
‘degreasing and peeling 

are desired. 


FOSTEX CAKE 


for maintenance therapy to 
keep skin dry and substantially 
free of comedones. 


WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. 


468 Dewitt Street - Buffalo 13, New York 
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United and Independent Funds 


FROM THE VANTAGE POINT of a nonparticipant, the 
feud between united and independent fund-raising 
agencies resembles the kind of exploratory skirmish 
that often precedes an all-out offensive. Both con- 
testants specialize in raising money and should have 
enough on hand to stage a few interesting rounds. 

It’s always a source of dismay to see noble antago- 
nists clash simply because they can’t sleep under one 
roof. Each claims the other has no reason to exist and 
vows to correct this deplorable situation. 

To understand the impasse, briefly review the 
history of united (or federated) funds. Shortly after 
World War II, cost accountants told Henry Ford II 
that every time someone passed the hat, it cost the 
company $40,000. Other prominent businessmen were 
tired of being besieged by philanthropic agencies, each 
seeking to ingurgitate a portion of the payroll. 

Finally, in 1949, Detroit launched the first united 
campaign. Four other cities promptly followed suit 
and by 1957 more than 1,000 united fund drives were 
collectively tapping the till. 

Several of the voluntary health agencies watched 
local chapters clamber aboard the federated fund 
wagon. A few top-echelon executives were unenthusias- 
tic but were willing to profess a wait-and-see attitude. 
Perhaps, even in those early days, they saw the hand- 
writing on the wall. Only the National Foundation for 
Infantile Paralysis remained completely independent. 

By 1952, the Red Cross, American Heart Associa- 
tion and American Cancer Society were actively urging 
local chapters to avoid the federations. Three years 
later, the AHA and the ACS formally disallowed 
further affiliations and last November, the ACS in- 
structed local chapters to break all ties by 1960. The 
Red Cross is currently split; some units are tied to 
federations, others are independent. 
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Editorials 


It’s obvious that the AHA and the ACS are con- 
vinced they can do better by going it alone. These or- 
ganizations point out that in 1956, federated heart 
campaigns raised less than seven cents per capita while 
independent campaigns raised almost 14 cents per 
capita. United fund spokesmen counter by claiming 
that a federated fund, in its first year, will raise 19 per 
cent more money than the total amount raised the pre- 
vious year by affiliates. 

In the September Public Relations Journal, Writer 
Robert Riche describes a compromise arrangement 
that seems to work well at Pratt & Whitney, Con- 
solidated Edison of New York, Westinghouse Electric 
and the New York Naval Shipyard. 

Fund drives, essentially similar but varying sliglitly, 
are conducted on an in-plant basis and employees are 
allowed to earmark specific amounts for certain chari- 
ties. Technically, the united or federated funds offer 
this same option but a little close checking reveals 
hidden loopholes. The in-plant drives list the charities 
on a pledge card and a federated fund, if one exists, is 
simply listed as one of the participating charities. 

This is a partial answer—and a good one. But in 
essence it’s only a modification and one that probably 
won’t please the federated fund enthusiasts. 

If we may offer an opinion, we think too much of a 
good thing has hurt united fund campaigns. In many 
cities, more than 100 charities are tied to the united 
campaign. The contributor knows that his dollars will 
be sliced into pennies (or mills) and doesn’t feel that 
he’s really making much of a contribution to any one 
of the myriad charities. So he makes a token contribu- 
tion and forgets it for a year. In addition, and this goes 
without saying, it’s often easier to collect $2 five times 
than it is $10 once. Payroll deduction plans spread it 
thinner but the individual must still, at a given mo- 
ment, commit one larger-than-average amount. 

The plethora of participating charities also has 
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another negative effect. They put the fund worker in 
the position of asking for money that will go to a 
variety of obscure and unknown charities. They may 
be very deserving but who ever heard of the Lonely 
Bears’ Club or the Institute for Destitutes ? What’s their 
purpose? Why do they exist? And more important, 
why do they need my money? You can get all these 
answers from united fund headquarters but it’s easier 
to turn a deaf ear. 

If we may dip into the realm of psychologic motiva- 
tion, we will postulate that there’s an element of 
selfishness in even a charitable donation. The person 
who is giving away his money wants to know that he 
has made a contribution. He doesn’t always ask for 
tangible or visual proof but he wants to “feel good 
inside.” When he knows that his money will be 
chopped to bits, he feels he’s done practically nothing 
for anyone. 

The united campaigns make a big issue of allocating 
funds. They claim that they can best determine who 
needs money. The total take is thus divided accordingly. 
This is doubtless a very conscientious approach but it 
to some extent abrogates the contributor’s option. 
Maybe he wants to decide, all by himself, how his 
dollars will be spent. 

We are not at all opposed to united fund campaigns. 
On the contrary, we think they have done a com- 
mendable and remarkable job. Our comments here 
simply outline the problems they must face. Perhaps 
they can find all the necessary answers. 

In the interim, we are sorry to note the widening 
rift between independent and united funds. To our way 
of thinking, this is still a free country and a man, be he 
fund-raiser or otherwise, should still be allowed to go 
about his business in any way he pleases. We would 
ask him to remain within legal and moral boundaries 
but we aren’t entirely sure that sniping is always 
moral. 


Leukemia or Leukemoid Reaction? 


Iv Is OFTEN DIFFICULT at first to distinguish a leukemoid 
reaction from myelogenous leukemia. Yet, as Dr. Paul 
McCurdy indicates in his essay in this issue of GP 
(page 121), it is important to make the distinction 
promptly. The differentiation has strong prognostic 
and therapeutic implications. 

Although leukemia is always fatal sooner or later, 
modern therapy affords considerable reliefof symptoms 
—actually controls the disease for some period of time. 
However, such therapy is itself potentially dangerous, 
and surely is undesirable in the instance of a leukemoid 
reaction. 

On the other hand. a leukemoid reaction indicates 
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the presence of an underlying disease for which mor: 
or less specific therapy—sometimes curative therapy- 
may be available. 

When the leukemoid picture has been caused by dis- 
seminated tuberculosis or by septicemia, the urgenc\ 
to establish that fact is evident. Any delay in starting 
appropriate chemotherapy might readily make the 
difference between life and death. 

An additional hazard results from the fact that 
corticosteroid drugs are sometimes used in the treat- 
ment of leukemia. Obviously, if such therapy were ex- 
hibited in a patient having miliary tuberculosis or 
overwhelming sepsis, in the mistaken notion that the 
diagnosis is leukemia, the outcome might be disas- 
trous. 

As Dr. McCurdy suggests, the identification of a 
leukemoid reaction is greatly assisted when the presence 
of a disease known to cause such reaction is clearly 
apparent. However, as his illustrative cases demon- 
strate, the underlying disease may indeed be occult. 
Then the chief points that favor leukemoid reaction 
are the absehce of splenomegaly and the presence of 
large amounts of alkaline phosphatase in the leuko- 
cytes. To turn the coin, splenomegaly, blood baso- 
philia, leukocyte counts above 50,000, blast cells in the 
smear of the peripheral blood, and low levels of alkaline 
phosphatase in white blood cells are in favor of leuke- 
mia. 


Facts and Figures 


WE ARE ALWAYS INTERESTED in studies highlighting and 
outlining the family doctor’s function. Such a study 
was released in June by the Health Information Foun- 
dation. The mechanics of the study were handled by 
the National Opinion Research Center at the University 
of Chicago. More than 2,400 people and 500 physicians 
were interviewed. We are familiar with the very fine 
work done by the NORC and would commend the 
results as reliable and valid. 

Approximately 73 per cent of the doctors interviewed 
classified themselves as general practitioners. This is 
interesting because it sheds new light on an old and 
cherished contention that we’ve kicked around for 
years. On many occasions, GP has pointed out that 
any meaningful classification of physicians should re- 
late to the nature of their practice and not be tightly 
tied to a dusty certificate, a specialty society member- 
ship card or a “field of special interest.” 

The doctors interviewed average 26 patients a day. 
(Academy members average 31 patients a day.) Their 
workweek averages 60 hours. The median net income 
for family doctors is listed at slightly higher than 
$15,000 a year, before income taxes. For what it’s 
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worth, this would indicate that family doctors net 
about $5 an hour. 

The study points out that about 87 per cent of the 
family doctors have one or more hospital affiliations. 
Of those who belong to the ean, 96 per cent 
have one or more affiliations. 

Mr. George Bugbee, president of the Health Infor- 
mation Foundation, reaches two key conclusions, as 
follows: 

Family doctors, in recent years, have achieved more 
hosjrtal staff appointments. 
They often help patients select a specialist. 

Mr. Bugbee sees these trends “in keeping with the 
manifold nature of modern medical science.” We con- 
cur. 

The study concludes by pointing out that ‘the fam- 
ily physician is still the focal point of medical care 
and still provides the major image of what a medical 
practitioner is like.” 


Pediatric Education 


As a part of an appraisal of the effectiveness of educa- 
tion in pediatrics at the University of Washington 
School of Medicine, interviews were conducted with 
about 120 general practitioners located in Washington 
—a little more than half of them graduates of schools 
other than the University of Washington. The results 
of the study, as reported by Deisher in the Journal of 
Medical Education for August, 1958, indicated a strong 
interest on the part of these practicing physicians in 
further training in pediatrics. The diagram at the right 
shows the extent of that interest and suggests that the 
medical school has an important mission (at least in the 
state of Washington). 

One purpose of the survey reported by Deisher was 
to assay the attitude of the general practitioner toward 
the training he had received in those aspects of 
pediatrics that are purely preventive. It is well known 
that general practitioners take care of a quite large 
percentage of pediatrics practice. Much of this is con- 
cerned with fulfilling the function of “health advisor” 
to parents and patients. This comes about because so 
much of the physician’s work is with well infants and 
children. For that reason. Deisher was particularly 
interested in knowing whether general practitioners 
thought that they had received adequate undergraduate 
instruction in the area of normal growth and develop- 
ment. However, interest was shown also in the physi- 
cians’ opinion about their training in diagnosis and 
treatment of disease. 

The method of conducting the survey was an in- 
teresting one. In order to remove as much bias as 
possible from the answers that would be obtained from 
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the general practitioners, medical students were used 
to perform the interviews. It was thought that they 
would be most able to obtain objective information 
from the physicians, considering the penchant most 
physicians have for telling medical students about any- 
thing that is likely to be of value to the students in their 
careers. 

The general practitioners who were interviewed 
had been in practice for three or four years for the 
most part and were seeing from 22 to 43 pediatric 
cases a week. As might have been expected, there was 
a great deal of variation in their assay of the thorough- 
ness of preparation that they had received during 
medical school days. For instance, the graduates of one 
school indicated that they would have liked to receive 
more instruction about problems of growth and de- 
velopment, while the Washington graduates were 
generally satisfied with their preparation in that area, 
and had the thought that their training should have 
contained more emphasis on childhood virus diseases, 
accident prevention and ill child care. 

Perhaps the most important aspect of Deisher’s 
report is the fact that it may serve as a stimulus to 
other medical schools to conduct a similar scrutiny of 
their educational activities by appraising the success of 
those activities in preparing their students for prac- 
tice. After all, the ultimate product of a medical school 
is a practicing physician. Yet, most of the schools have 
tended to neglect the practicing physician when it 
comes time to consider the form and content of 
curricula. The University of Washington School of 
Medicine deserves heartiest commendation for provid- 
ing a stimulus. 


“Over 75 per cent of the physicians desired post- 
graduate work in pediatrics, and over 90 per cent of 
these physicians preferred coming to the Medical 
Center for such work.” 
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Soviet Medicine and Research 


IN THE LONG STRETCH of history, disease has ranked with 
hunger as man’s most implacable foe. Even war has so 
far run third to these two inimical horsemen. 

In the Communist Weltanschauung, a sick man is a 
parasite and disease an enemy of the state. To prevent 
such social waste and to strengthen the nation at home, 
as well as to win friends aboad, Soviet Russia, since its 
beginnings in 1919, has carried through a health pro- 
gram that has met with popular approval and that may 
well prove to be the most successful innovation of the 
Reds in the 40 years since their revolution. If the 
Soviet system of medicine, together with the enormous 
support and loyalty it generates, can now become ex- 
portable to the world’s underdeveloped and uncom- 
mitted nations, then medicine has become an instru- 
ment of foreign policy, and the Russians are, in Mr. 
Khrushchev’s own words, “treading on our tail.” 

This is part of a clear and careful analysis of the 
relative state of medicine in the Communist and free 
worlds presented recently before a meeting of the Man- 
ufacturing Chemists’ Association by John T. Connor, 
president of Merck & Co., Inc. 

Noting the direct connection between health, life 
expectancy and industrial progress, Soviet leaders set 
immediately about lengthening the life expectancy of 
their population from an average of 40 years. By 1956 
they had cut their mortality rate 75 per cent and had 
reached a life expectancy at birth of 67 years (as com- 
pared with 69.5 years in the United States). True, 
much of their progress has been achieved by borrowing 
Western methods of sanitation and control of con- 
tagious disease, but this does not detract from the fact 
of accomplishment. 

The Russian child, well trained in science, can go 
directly into six years of medical education at govern- 
ment expense, with a yearly stipend from the state and 
a bonus for good marks. On graduation, he moves 
directly into government service, with first loyalty to 
state rather than to patient. 

This medical mill turns out physicians at an impres- 
sive rate—16,000 a year, more than twice as many as in 
the United States, three out of four of them women. 
Before 1919, there were only about 17 doctors for each 
100,000 Russian people; by 1956 the proportion was 
25 per cent better than ours—164 per 100,000 popula- 
tion, as compared with 130 per 100,000 Americans. 
The American doctor has 22 years of education behind 
his shingle, as opposed to 16 for his Russian counter- 
part, who is backed by poorer facilities, equipment and 
research, lower levels of living conditions and status. But 
the comrade doctor can now count on enormous hos- 
pital construction, at present seven beds for each 1,000 
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population. The United States ratio is ten beds for eac/) 
1,000, but at current rate of Soviet expansion, the ga) 
will be closed in five years. 

The sick Soviet citizen has no family doctor. He gocs 
to the local polyclinic and gets free care from whatever 
physician is on duty. According to competent Western 
observers, however, that care is warm, human and 
thorough. Since Russia is paying increased attention to 
preventive medicine, the citizen can see a doctor as 
often when he has no pains as when he does. Periodic 
physical examinations begin in early childhood and 
continue through life, with teams of doctors and nurses 
working in schools and factories. 

Medical research has had, up to now, low priority in 
the Soviet Union. All major drug discoveries have come 
from the West. Russia has found it far less costly to 
pirate Western drugs than to discover and develop its 
own. Chances are, however, that impetus to research 


_ will pick up in the future, especially since some of our 


most important new drugs are too complex for present 
Russian skills and facilities. 

With more than one out of every hundred Soviet 
citizens now working in the broad field of health, it 
seems clear that there is intent to export the systein to 
the underdeveloped world. In fact, steps have already 
been taken in that direction. Mr. Connor suggests that 
we challenge the Soviet Union to a new kind of com- 
petition—a longevity race, with our patient-oriented 
system of medicine pitted against Russia’s state-oriented 
system, to see which can first attain for its citizens an 
average life expectancy of 75 years. In such a contest, 
he points out, the only real loser would be disease. 

Sanitation, epidemic control, prevention and cure of 
the contagious diseases are now largely behind us. 
Ahead lie cancer, cardiovascular diseases, the degenera- 
tive and crippling scourges of old age. Medical research 
will make the major breakthroughs. In this area we are 
presently stronger than the Communists. But, warns 
Mr. Connor, the attack will have to be on a broader 
front than that of research alone. And it must be 
carried out without either weakening the institutions 
of freedom or damaging the doctor-patient relation- 
ship, the keystone of American medicine. 

Mr. Connor suggests a six-point program: 

1. Great expansion of our medical research effort. 

2. Training of more doctors. 

3. Establishment of a bold new foreign medical aid 
program. 

4. Raising of the standard of living and health among 
the less-privileged groups within our own society. 

5. Aconcerted drive to unlock some of the mysteries 
of the process of aging, of heart disease and of cancer. 

6. Lifting of preventive medicine to a status of equal 
partnership with curing of disease. 
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The Challenge Within 


THROUGHOUT HISTORY men have recognized in their 
environment factors that they consider challenges 
—circumstances that cause them to try to change 
themselves or their environment. In the field of health 
care, such challenges currently seem so numerous 
and so large that physicians and their allies cannot be 
blamed for wondering if all can be accepted. 

Yet, all those circumstantial factors together are a 
smaller challenge than another that must first be met. 
This is the challenge of man’s own mind. Until that 
inner challenge is answered. successfully, there is no 
hope that man or his environment can be improved. 
Of course, there are many examples of success, but 
there are also serious failures, and in the complex struc- 
ture of society today, those failures are dangerous. 

The story of the inner challenge begins with inertia 
—a universal affliction. To understand inertia in the 
present context, consider the example of a man who 
gets a pebble in his shoe while walking along a country 
road, Curiously enough, he doesn’t stop right away 
and remove the pebble. It hurts his foot from the 
beginning, at least a little bit, but he is inclined to 
keep right on walking for some time at least. Finally, 
the hurt grows to such degree that he stops, takes off 
his shoe and removes the pebble. Then, he resumes 
walking. It is apparent that there was a lag between 
the onset of the man’s discomfort and the reaching 
of a decision that led to his act of removing the pebble. 
That was inertia. 

In some people, such inertia seems almost insur- 
mountable. They do not react readily to the force of 
external circumstances nor to their own reflections. 
However, most people are ready to change. They 
do overcome inertia and make the next mental move 
—decision. And here is the next problem in the 
sequence of things that go on in the human mind— 
the problem of making the right decision. 

Again to illustrate. return to the story of the man 
walking along the road. Now he has encountered a 
new difficulty. A nail has worked its way through the 
inner sole of his shoe and is hurting his foot. Sooner 
or later, he is irritated to a point that his inertia is 
overcome, and he makes a decision. He throws away 
his shoes. The surface of the road is soft and the shoes 
were old ones anyway. But, as he continues on his 
journey, the character of the road changes. Now it is 
stony and his feet begin to hurt. At this time, he 
regrets that he threw away his shoes, so he turns 
back to retrieve them, but he cannot find them. He 
regrets having completed the inertia-decision-action 
sequence solely for reasons of expediency, but such 
regret only intensifies his frustration. 
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When more than one interest is involved, the inner 
problem becomes much more complicated. For exam- 
ple, from the literature: 


**To bed! to bed!” says Sleepy Head, 
**Tarry awhile,’’ says Slow, 

**Put on the pan,’’ says Greedy Nan, 
**We'll sup before we go.”’ 


The rhyme doesn’t say what happened that night, 
but several unpleasant outcomes are possible if the 
several people concerned did indeed fail to decide and 
to act in concert. To recapitulate, an external cir- 
cumstance (nightfall) indicated a need to overcome 
inertia. The initial reactions of three different indi- 
viduals resulted in three different decisions. Some of 
the possibilities are as follows: 

Possibility 1. Having reached different decisions, 
each person took separate action. Greedy Nan began 
to cook a bedtime snack. Slow watched her work and 
reflected on the events of the day. Meanwhile, Sleepy 
Head, who was truly afflicted with a form of narco- 
lepsy, fell asleep while holding a lighted candle in 
his hand and was burned to death when the candle 
set the house afire. Slow and Greedy Nan escaped 
with their lives, but the house was destroyed. 

Possibility 2. The group of three people constituted 
itself a committee of the whole. They debated the 
three different decisions (inertia of the group). 
Nothing happened. 

Possibility 3. As a corollary to “Possibility 2,” 
during the time of group inertia, an outside force 
appeared and imposed an entirely different decision 
that was disagreeable to all three. 

‘Possibility 1” for the ending of the story repre- 
sented a failure of communication. ‘Possibility 2” 
and ‘Possibility 3” represented failures of negotia- 
tion. 

They have been presented in order to reinforce the 
thought that although there have been some notable 
successes in communication and negotiation among 
various groups working in the field of health care, there 
have also been some outstanding failures. At this 
moment, those groups are faced with circumstances— 
“challenges” if you will—economic, scientific, social— 
challenges of such importance that failures of com- 
munication or of negotiation cannot be risked. 

So, in the final analysis, the greatest challenge 
facing the groups of people who are interested in 
health care is within the mind of man. It is to learn 
the lessons of past failures, whether they be in recorded 
history or in distorted fables—failures of intelligence, 
of communication, of negotiation—so that they may 
reduce to a minimum the risk of new failures in this 
time of critical need. 
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PATIENT'S SERUM 
containing the LE factor 
(Gamma Globulin Fraction) 


LEUKOCYTES 

(from patient or donor) damaged by: 
Freezing 
Screening of cloi 

Glass bead rotation 
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LE CELLS 


LE MATERIAL 
“ Dp. altered by LE factor NORMAL NEUTROPHILS 


‘ 
oe A test is positive when several typical LE cells are found. = 
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S. L. E. is a fairly common disease of collagen that appears 
to be increasing in incidence. Patients with this disease 


present themselves to the physician in many ways. 

There is usually arthritis or arthralgia. In addition, 

when the patient (usually a woman) has one of several special 
features, the diagnosis should be seriously considered. 

These features include: pleuritic pain, with or without effusion; 
heart failure; pericarditis; nephritis; psychosis; anemia, 

and a “‘false’’ positive serologic test for syphilis. 

Adrenal steroids often provide effective control. 


Systemic Lupus Erythematosus: 
A Relatively Common Clinical Problem 


CHARLES E. RATH, M.D. AND HENRY C. SCRUGGS, M.D. 


Department of Medicine 
Georgetown University School of Medicine 
Washington, D.C. 


SYSTEMIC LUPUS ERYTHEMATOSUS (formerly called dis- previously. As experience with this disease has grown, 
seminated lupus erythematosus) is a disease of col- a much broader concept of it has developed. It is 


lagen in which the basic changes are concentrated in now known to be relatively common, with extreme 
the small blood vessels. Since collagen and small blood variation in its clinical manifestations and course. 
vessels are present everywhere in the body, no organ Instead of being invariably a severe debilitating 


is exempt from this disease. However, the distribution _ rapidly fatal illness, systemic lupus erythematosus 
and extent of organ involvement varies greatly from may be quite mild in its manifestations and may fol- 
patient to patient. low a course of 20 years or more. Indeed the possibil- 
The etiology of S.L.E. is not definitely known, but __ ity is suggested that in its mildest form, it may be 
there is increasing evidence that it is an “autoim- completely reversible. There is still no definite evidence 
mune” disease. The L.E. factor present in the serum on this last point, however. 
of patients with this disease is a gamma globulin that During the past few years there has been a marked 
acts as an antibody against nuclear material— possibly increase in the incidence of the disease, only partly 
desoxyribonucleic acid (DNA). attributable to improved diagnosis. S.L.E. is likely 
to be seen in any doctor’s office. Early recognition may 
save the patient great expense and time lost from 
normal activity. 


Diagnosis 


The systemic form of lupus erythematosus has 
been known since it was first described by Kaposi in SIGNS AND SYMPTOMS 
1872. Until ten years ago, however, it was cqnsidered a Although S.L.E.. may mimic a wide variety of 
rather rare disease. Following the description of the — diseases, it characteristically affects women in the 
L.E. cell by Hargraves in 1948, and the subsequent childbearing age. Common early manifestations are: 
development of the almost specific L.E. test, it became acute migratory polyarthritis and arthralgias, ery- 
possible to make the diagnosis much earlier than thematous skin eruption (not necessarily the “butter- 
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fly” face lesion), fever, fatigue and general malaise. 
S.L.E. is a possible diagnosis in any young woman 
with a prolonged or recurrent illness that remains 
unexplained after a careful routine medical check-up. 
The suspicion of S.L.E. is increased if the complaints 
include those mentioned above, and one or more of 
the following special features. 


SPECIAL CLINICAL AND LABORATORY FEATURES 


1. Pleuritic pain with or without effusion 

2. Unexplained or refractory congestive heart failure 

3. Pericarditis 

4. Acute nephritis 

5. Acute psychosis 

6. Unexplained anemia, leukopenia or thrombo- 
cytopenia (occurring singly or in various combinations) 

7. “False positive” serology 

8. Unexplained marked elevation of the thymol 
turbidity 

9. Elevated gamma globulin 


Tue L.E. Test 


The diagnosis is confirmed by the L.E. test which 
is positive in 70 to 80 per cent of cases. The clinical 
manifestations of the disease may, however, precede 
the positive L.E. test by several years. Although many 
isolated cases with presumably “‘false-positive” L.E. 
tests have now been reported, the majority of in- 
vestigators find the L.E. test surprisingly specific. 


Illustrative Cases 


Some of the many ways that S.L.E. may present to 
the physician are illustrated by the following abstracts 
of case histories from the Georgetown University 
Hospital. These patients were all seen by one or both of 
the authors. 


RHEUMATIC PANCARDITIS 


A 16-year-old girl was admitted on November 25, 
1952 because of migratory polyarthritis of two weeks’ 
duration. The onset of polyarthritis was preceded by 
a “strep throat” five days earlier. There was also 
precordial pain and dyspnea on exertion. 

On examination the patient appeared acutely ill, 
with a temperature of 101.4°F and pulse of 120. There 
was a blowing apical systolic murmur. The proxi- 
mal interphalangeal joints, wrists, knees and ankles 
were tender, swollen and red. Motion of these joints 
was limited. 

The hematocrit was 22 per cent, white blood cell 
count 10,000 per cu. mm. A quantitative serologic test 
for syphilis was positive in two dilutions. 

The initial clinical impression was acute rheumatic 


90 


fever. There was marked symptomatic response to 
salicylate therapy. However, she developed a_ peri- 
cardial friction rub and became rapidly comatose. 
The L.E. test was positive. There was a dramatic response 
to cortisone, 25 mg. every six hours. She was main- 
tained on steroid therapy for four years until she died 
on October 25, 1956 of uremia. 

Comment. Attention was called to the possibility of 
S.L.E. in this case by the combination of positive 
serology, severe anemia, pericarditis and coma. 


AcquirED HEmMoLytic ANEMIA 


A 39-year-old white housewife was admitted on 
August 26, 1952 with a four-month history of anemia 
recurring after blood transfusion, iron and vitamin By» 
therapy. Symptoms were chiefly those of anemia. 

On examination there was moderate pallor of the 
mucous membranes and minimal scleral icterus. The 
liver edge was felt 2 cm. below the left costal margin. 
There was slight redness, tenderness and swelling of 
the metacarpophalangeal joint of the right index 
finger, and slight tenderness and limitation of motion 
of the left shoulder. 

Several urinalyses were normal. The hematocrit 
was 32 per cent, reticulocytes 6.8 per cent, leukocyte 
count 6,600 per cu. mm., platelets 88,000 per cu. mm. 
Direct Coombs test was 3+. Quantitative serologic 
test for syphilis was positive in one dilution. The 
bone marrow revealed erythrocytic hyperplasia, con- 
sistent with hemolytic anemia. The L.E. test was 
positive. 

There was a prompt and complete return to normal 
in clinical symptoms and hematologic values on corti- 
sone 25 mg. every six hours orally. 

She was maintained on varying doses of steroids 
for the next five years until July, 1957, when she was 
admitted with fuiminating hemolytic anemia and died 
with renal insufficiency and cryptococcus meningitis. 
During the period of therapy there were relapses when 
the steroid dose was reduced. But on every occasion, 
except the terminal episode, the hematologic values 
returned to normal when the steroid dose was in- 
creased. With the passage of time, the steroid re- 
quirement increased so that on two occasions during 
relapse, it was necessary to administer 100 mg. of 
prednisone daily to return the hematocrit and platelet 
count to normal. 

Comment. S.L.E. was suspected in this case because 
of the combination of autoimmune hemolytic anemia, 
positive serology and joint symptoms. 


PLEURISY WITH EFFUSION 


A 26-year-old Negro woman was admitted on 
November 27, 1952. She had a seven-month history of 
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Figure 1. Chest films showing almost complete clearing of pleural 
effusion following steroid therapy. 


migratory polyarthritis involving the proximal inter- 
phalangeal joints and progressive exertional dyspnea 
for two months. Three years previously and for two 
weeks prior to admission, she had pleuritic chest pain. 

On examination the patient was dyspneic and ap- 
peared chronically ill. There was a “butterfly” rash on 
the malar areas and the bridge of her nose, and bilateral 
cervical adenopathy. The trachea and mediastinum 
were shifted to the right, and there were signs of a left 
pleural effusion (confirmed by x-ray). The patient’s 
liver was felt 6 cm. below the right costal margin and 
the spleen was felt at the left costal margin. The prox- 
imal interphalangeal joints were enlarged and spindle 
shaped. 

Urinalyses showed microscopic pyuria with normal 
specific gravity and P.S.P. excretion. The hematocrit 
was 3] per cent, white cell count 8,500 per cu. mm., 
erythrocyte sedimentation rate 26 mm. per hr. (Win- 
trobe), N.P.N. 36 mg. per 100 ml., thymol turbidity 24 
M.L. units, and the serology was negative. The L.E. 
test was positive. 

There was gradual relief of symptoms on ACTH 
therapy. When last seen three years later in October, 
1955, she was on a maintenance dose of 62.5 mg. 
cortisone daily. 


Comment. This rather common combination of poly- 
arthritis and pleurisy with effusion offered little diffi- 
culty in diagnosis. The previous history of pleurisy 
suggests that S.L.E. had its onset at least three years 
before her first admission to the hospital. 
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JAUNDICE 


A 19-year-old white mongoloid was admitted on 
September 15, 1953 because of jaundice and bilateral 
pleuritic chest pain. She also gave a six-month histcry 
of migratory polyarthritis involving chiefly the meta- 
carpophalangeal joints of both hands. 

On examination she appeared acutely ill with 
dyspnea, scleral icterus and a temperature of 102°F, 
pulse 130, respirations 30. Blood pressure was 115/65. 
There was generalized lymphadenopathy. There was 
dullness and decreased breath sounds at both lung 
bases posteriorly. A ventricular diastolic gallop and a 
mitral systolic murmur were heard. The liver was felt 
6 cm. below the right costal margin. The spleen was 
not palpable. The knees, wrists, left elbow and the inter- 
phalangeal joints were swollen and tender. 

Urinalyses showed normal specific gravity, 1+ al- 
buminuria, hyaline and granular casts, microscopic 
hematuria and pyuria. The hematocrit was 26 per cent, 
reticulocytes 7.5 per cent, white blood count 15,800 
per cu. mm., platelets 243,000 per cu. mm., direct 
Coombs test 1+ and B.U.N. 11 mg. per 100 ml. 

Bilirubin-direct was 2.9 mg. per 100 ml., total 4.6 
mg. per 100 ml., thymol turbidity 59 M.L. units, A/G 
ratio 1.7/10.5 Gm. per 100 ml., prothrombin content 
57 per cent and urine urobilinogen 3.2 Ehrlich units 
in two hours. Chest film showed bilateral pleural 
effusion. An electrocardiogram showed nonspecific 
myocardial changes. The L.E. test was positive. 
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Figure 2. Recurrent pleural effusion following increase in steroid 
requirement (left). There was progressive clearing of effusion fol- 
lowing thoracentesis and increase in oral cortisone dosage from 
50 to 100 mg. daily (right). Subsequent effective maintenance dose 
was 62.5 mg. daily. 


On oral cortisone, 300 mg. daily, there was a steady 
decline in the serum bilirubin and the urine urobilino- 
gen excretion, a rise in hematocrit, a reversion of the 
Coombs test to normal and marked clinical improve- 
ment. The chest findings gradually cleared. The pa- 
tient was discharged on cortisone, 25 mg. twice daily. 

Comment. The combination of hemolytic anemia, 
polyarthritis and pleural effusion focused attention 
on S.L.E. Jaundice has not been frequently associated 
with S.L.E., but in this case appeared to be a complica- 
tion of S.L.E. 


Psycuotic REACTION 


A 29-year-old white woman was admitted on Sep- 
tember 18, 1955 for treatment of an erythematous 
maculopapular rash over the bridge of the nose, the 
malar areas and the upper anterior chest. This rash 
appeared one month before admission, following pro- 
longed exposure to the sun. Fifteen years before ad- 
mission she had been treated for thrombophlebitis. 
Seven years previously she had a severe depression 
following a recurrence of phlebitis. Because of failure 
to improve with electroshock therapy, a prefrontal 
lobotomy was done. A positive blood serology was 
noted at that time, although the patient denied sexual 
contact. The spinal fluid serology was negative. A 
course of penicillin was given. 

For the 18 months preceding admission, the patient 
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had migratory joint pains involving chiefly the proxi- 
mal interphalangeal joints. 

On examination the patient appeared normal except 
for the erythematous maculopapular eruption over 
the face and upper chest. There was slight spindling 
of the proximal interphalangeal joints. On the lef 
forearm there was a series of old self-inflicted razor- 
blade scars spelling the word VILE. 

Urinalysis was normal. The hematocrit was 35.5 per 
cent, platelet count 122,000 per cu. mm., and white 
blood count 4,600 per cu. mm., with a normal dif- 
ferential count. The serologic test for syphilis was 
negative. The L.E. test was positive. 

Comment. It seems certain that the S.L.E. began at 
least seven years prior to admission and was probably 
the cause of the severe depression that led to the pre- 
frontal lobotomy. 


IDIOPATHIC CONGESTIVE FAILURE 


A 40-year-old Negro male with a four-year history 
of progressive chronic congestive heart failure due to 
myocarditis of unknown etiology was admitted on 
December 10, 1953 with right pleural effusion. On 
examination he had signs of congestive heart failure, 
and a loud apical systolic murmur. The liver was 
palpated 8 cm. below the right costal margin. There 
was no ascites or peripheral edema. 

Urinalyses were normal. The hematocrit was 43 per 
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‘cent, white blood count 4,000 per cu. mm., with 66 


per cent lymphocytes. Reticulocytes were 8.0 per cent, 
Coombs test and serologic test for syphilis were nega- 
tive. The bone marrow revealed erythrocytic hyper- 
plasia consistent with hemolytic disease. The L.E. test 
was positive. 

The patient did not respond to a strict cardiac 
regimen. When oral cortisone was started, 25 mg. 
every six hours, there was a prompt disappearance of 
the symptoms and signs of heart failure. He has been 
maintained on 5 to 10 mg. prednisone daily, with con- 
tinued improvement as long as he takes it. 

Comment. Refractory congestive heart failure, par- 
ticularly when there is no known etiology of the heart 
disease, should always suggest the possibility of S.L.E. 
Male patients with S.L.E. are relatively rare—less 
than 20 per cent of all patients with the disease. 


AcuTE GLOMERULONEPHRITIS 


An 8-year-old white girl was admitted on June 18, 
1958 because of persistent hematuria. Eight months 
previously, a few days following the appearance of a 
generalized maculopapular eruption, the patient com- 
plained of polyarthralgia, weakness, anorexia, nausea, 
vomiting and the passage of “‘tea-colored” urine. She 
was hospitalized in another city where anemia, azo- 
temia and hematuria were found. Because of persist- 
ence of these findings despite bed rest, she was 
admitted to our hospital for further study. 

On examination she appeared to be both acutely 
and chronically ill. The temperature was 102°F, pulse 
130 and blood pressure 110/70. There was marked 
pallor of the mucous membranes, and generalized 
lymphadenopathy. A systolic gallop rhythm and 
moderately loud apical! systolic murmur were heard. 
The liver edge was felt 2 cm. below the right costal 
margin and the spleen was felt at the costal margin. 
There appeared to be flexion contractures of the knees 
and elbows, with pain on extension of these joints. 

The hematocrit was 18 per cent, and the white 
blood count 3,100 per cu. mm., with a normal differen- 
tial. Urinalyses showed persistent albuminuria, micro- 
scopic hematuria, pyuria and granular casts. The 
B.U.N. was 28 mg. per 100 ml. and the A/G ratio 
2.0/4.6 Gm. per 100 ml. Macroglobulins and cryo- 
globulins were found in the serum. The L.E. test was 
positive. 


On prednisone, 20 mg. daily, there was prompt 
subjective improvement and return of the joints to 
normal. However, there has been no improvement in 
the renal disease or anemia during the short period 
of follow-up. 

Comment. The combination of acute nephritis and 
persistent joint symptoms called attention to the 
possibility of S.L.E. despite the young age of the pa- 
tient. The failure of renal disease to respond to steroid 
therapy is not unusual. 


Therapy 


The cases presented illustrate that the results of 
therapy in this disease are often quite impressive. The 
basic therapy is some form of adrenal cortical steroid. 
The dosage requirement varies from patient to patient, 
and in the same patient at different times. Sufficient 
dosage should be given to quickly control the symp- 
toms. A daily dose of prednisone, of 20 to 100 mg. (or 
its equivalent in cortisone, prednisolone, etc.), is 
generally adequate for all patients. 

Steroid therapy should be instituted if the symptoms 
are sufficient to prevent relatively normal activity. 
However, it should be kept in mind that most patients 
will require continued therapy for the rest of their 
lives once it is begun. Since steroid therapy is asso- 
ciated with various complications, particularly in the 
higher dosage range (above 20 mg. prednisone daily), 
it is important to use judgment before beginning the 
medication. Once symptoms are controlled the mini- 
mal effective dose should be used for maintenance. 
There may be a delay of several weeks before relapse 
occurs on insufficient dosage, so all patients must be 
carefully followed. 

The experience with steroid therapy in patients 
with renal disease has been generally discouraging. If 
the renal disease is severe, sustained improvement is 
rather uncommon. In some instances, renal failure 
may be aggravated by the steroid therapy. Early mild 
renal disease and the nephrotic syndrome are the 
situations that are most likely to improve. Nitrogen 
mustard may be helpful in glomerulonephritis and 
the nephrotic syndrome associated with S.L.E. 

Antimalarials (chloroquine and quinacrine) may 
be particularly effective when skin lesions are the pre- 
dominating problem. 
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The “‘black eye” deserves careful examination 

for a hidden fracture of the rim of the orbit. When the eye itself 

is bruised and blood fills the anterior chamber, the patient 

is put at bed rest—his eye closely observed 

for secondary glaucoma. Puncture wounds of the eyeball need 

the attention of the ophthalmologist as early as possible. 

**First aid” includes application of sterile bandages 

but no ointment or eye drops. Burns—particularly chemical burns 
—require quick, practical irrigation, using tap water 

if nothing else is immediately available. 


The Family Doctor and His Problem Eye Cases 


MALCOLM A. McCANNEL, M.D. 


Minneapolis, Minnesota 


GENERAL PRACTICE contains many and varied ophthal- 
mologic problems. 

The alert family doctor does not and should not 
want to treat all the eye cases he sees. He does, how- 
ever, want to be able to diagnose and treat those 
common ocular disorders that do not carry the threat 
of potential blindness or that need prolonged special- 
ized care. In the best interests of his patients, he wishes 
to save them the time, money and annoyance of having 
to seek a consultant when he can handle the eye prob- 
lems himself. 

For those cases that rightfully fall into the oculist’s 
sphere, the family physician wants to be able to diag- 
nose early, cooperate in the management of the dis- 
order and often supervise part of the treatment intel- 
ligently as he continues his role of a family’s medical 
confidant and advisor. 

Your prized grade-A patients will never be dis- 
mayed if it takes a week or ten days with the aid of a 
specialist or two to diagnose and begin treatment of a 
rare exotic East Indian disease. But in the problem 
eye case, it is the seemingly minor disorder that brings 
on the patient’s exasperation when it does not clear 
up overnight with a bottle of eye drops and a few 
applications of salve. 


94 


The Bruised Eye 


A black and blue eye is no laughing matter. The 
usual tendency, especially if the patient is your good 
friend, is to advise beefsteak or a cold knife blade. Do 
not be casual with this. The lid and brow, because of 
their rich blood supply, take on that “shiner” look 
even with a seemingly minor blow. 

Swelling and edema can mask a fracture of the in- 
ferior orbital rim. If this goes untreated, the patient 
may have an inferior oblique muscle imbalance as well 
as a facial asymmetry when the swelling subsides. 

If serious damage has been excluded by gentle pal- 
pation and by x-ray examination, cold compresses are 
used for the first 48 hours. After this time, application 
of heat locally (electric lamp, hot water bottle) will 
speed up the absorption of blood in the ocular tissues. 
Use cold cream or petrolatum to protect the skin be- 
fore applying hot or cold compresses. 

A contusion to the anterior portion of the eye often 
results in damage to the posterior pole because of a 
contrecoup effect. One can still have good vision if the 
choroidal tear is to one side of the macula. You will 
be very proud of owning an ophthalmoscope if you use 
it to find one of these retinal lesions. 
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The Bloody Eye 


A contusion of the eyeball may be so severe as to fill 
the anterior chamber with blood. The deeper struc- 
tures, then, cannot be examined to rule out such 
lesions as scleral rupture, dislocated lens and retinal 
separation. Get this patient off his feet and watch his 
eyes very closely for secondary glaucoma. I do not ad- 
vise atropine in these eyes. 

Hyphemia is very serious, especially if another sub- 
sequent hemorrhage occurs. This often results in 
secondary glaucoma, with blood staining of the cornea 
which interferes with ultimate good vision. 

The patient needs to be sedated well in order to be 
quiet in bed, with both eyes bandaged, during the ob- 
servation period as the blood absorbs. 


The Punctured Eye 


After any laceration and penetration of the eye, 
especially in farm workers, it is wise to use a booster 
shot of tetanus toxoid if the patient has been pre- 
viously immunized, or a prophylactic tetanus antitoxin 
injection. 

The first aid manuals, and even some ophthalmic 
texts, describe complicated procedures and techniques 
for doctors to follow in case of lacerations, punctures 
and perforations of the eyeball. I believe this should all 
be forgotten. When such a serious injury is recognized, 
treatment should entail sterilized bandages to both 
eyes before referring the patient to an ophthalmologist. 

Be cautious about overtreatment. Do not casually 
remove what appears to be a foreign body or blood 
clot; this may be a prolapsed iris and more damage 
will result. 

Movement and straining by the patient should be 
kept at a minimum. If you bandage both eyes and give 
sedation and a prophylactic antibiotic, you will be 
doing enough. 

Never put ophthalmic ointment in the eye, es- 
pecially if the cornea is lacerated. The ointment drop- 
lets can become anterior chamber foreign bodies, 
complicating the original injury. 

Débridement is usually unnecessary in lid injuries 
because of the excellent blood supply. 

When you are called for a catastrophic auto ac- 
cident and you suddenly have to care for patients with 
shock, bleeding and compound fractures, please take 
four seconds to examine the eyes to make sure that an 
ocular puncture or laceration is not overlooked in the 
general confusion. 

When progressive loss of vision occurs after minor 
irritation in a farmer who does his own plow sharpen- 
ing and grinding, think of an intralenticular foreign 
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body with resultant progressive cataract. These fast- 
moving particles can enter without causing much 
discomfort. 

Conjunctival lacerations usually will heal very well. 
It is the integrity of the cornea that should concern you 
most in external injuries. Be also mindful that an ap- 
parent minor eye injury seen by casual scrutiny can 
mask a more serious problem such as a hidden intra- 
ocular foreign body, a cataract and other retinal and 
uveal tract pathology. 

Sympathetic ophthalmia following eye lacerations is 
a respected entity but it is not the feared condition de- 
manding immediate enucleation as formerly thought. 
One has ten days’ to two weeks’ time to make up his 
mind about this disabling procedure. 


The Burned Eye 


The eye may be burned by a thermal, chemical or 
radiation type of injury. With a liquid or molten metal, 
attention should be directed to prevention of con- 
junctival adhesions or symblepharon if the cornea is un- 
damaged. If the cornea is involved, help is needed. 

It has been reported that only 12 per cent of all 
burns of the face and head result in burns of the cornea. 
This attests to the remarkable protective ability of the 
wink reflex. 

In chemical burns of the eye, treatment should be 
characterized by quickness and simplicity of action, 
plus a practical outlook. Do not waste important mo- 
ments searching for antidotes or the right neutralizing 
agent for an acid or alkali burn. Spend the time more 
profitably in using immediate irrigation of the eye with 
plain tap water. Ideally, it could be warmed slightly 
and sterilized. A good set-up in a general practitioner’s 
office would be a large, open-mouthed bottle on a shelf 
above the treatment chair filled with normal saline pre- 
heated to room temperature. This can be stoppered so 
that a siphon tube with a soft rubber tip gives a good 
irrigating stream. 

When a frantic mother, over the telephone, tells you 
that her child has gotten some irritating chemical in 
his eye, do not instruct her to report immediately to 
your office, but rather, have her irrigate and then ir- 
rigate some more with the help of a neighbor. This is 
unpleasant, but what you are doing is converting a 
chemical alteration of the tissues into a mechanical 
abrasion of the cornea. The latter will heal quickly and 
without scarring. This is an uncomfortable treatment, 
but such irrigations in a chemically burned eye are 
necessary even at the expense of treating the eyes that 
might have been left alone. 

The most common radiation burn is the sunlamp 
actinic conjunctivitis. Liquid anesthetics, cold com- 
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presses and some sedation will get the patient over the 
more uncomfortable 48-hour period. 


Foreign Bodies 


In the patient with a scratchy eye, look for a small 
foreign body, using adequate illumination, good mag- 
nification and several drops of liquid anesthetic. 

The wind-borne foreign body that is seen floating in 
the conjunctival sac is easily removed by a well-wetted 
cotton pledget on a toothpick. 

Foreign body spuds come in many shapes and sizes, 
but one that is sterile, available and efficacious comes 
out of your doctor’s bag. I refer to the ordinary hy- 
podermic needle. In removing a foreign body, tell the 
patient to keep both eyes open. If necessary, use liquid 
anesthesia in both eyes. Hold the point of the spud 
parallel to the surface to minimize the danger of having 
the eye jabbed if the patient moves. 

Do not be timid about removing the rust ring after 
you have removed the bigger, imbedded fragment. 

Beware of the iris freckle or the keratitic precipitate 
from a smoldering iritis which looks like a corneal 
foreign body. 

If the eye is quite irritable but no foreign body can 
be found, use a drop of fluorescein and rule out a den- 
dritic ulcer. This branching virus lesion needs special- 
ized care and should not be treated as a conjunctivitis. 
Cortisone preparations here are very much contra- 
indicated. 

Puncta can form a perfect scabbard for the sword- 
like colorless eyelash. The inner corner of the eye will 
be congested and irritable. 

If there is a slight puffiness of the lid, it may well be 
an incipient chalazion. An early blockage of a meibo- 
mian gland can be reduced by counterpressure with a 
glass rod and a fingertip. This starts the drainage 
through the normal opening and can abort a full-blown 
cystic chalazion. 

Conjunctivolithiasis often causes a gritty-lid sensa- 
tion and is often overlooked. There can be seen pin- 
point yellowish deposits which are calcium salt con- 
cretions of the meibomian glands. If they project above 
the surface of the conjunctiva, they cause a constant 
scratchy sensation. The patient will get immediate 
relief after their removal with a pointed cataract knife 
or a small discission needle after topical anesthesia. 

If the eye has had a corneal abrasion, do not be 
talked out of the eye pad plus the antibiotic ointment. 
Use antibiotics that are not normally given parenter- 
ally. Do not use steroid preparations. 

All elastic adhesive bandages will hold tighter if the 
skin is first prepared with a solvent to remove the sur- 
face grease and dirt. ; 
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The Red Eye 


The conjunctiva-corneal tissue is the most exposed 
part of the eye and therefore is vulnerable to allergeus, 
bacteria and viruses as well as trauma. The mechanical 
flow of tears and the presence in tears of the bacterici- 
dal enzyme, lysozyme, have the property of inhibiting 
growth and washing away many of the pyogenic 
organisms. 

Do not put a patch on an eye with conjunctivitis. 
This increases the temperature of the conjunctival sac 
and makes a hot, wet, dark environment for a better 
growth of organisms. Ointments are better reserved for 
nighttime use since they tend to smear and blur the 
vision during the day. 

Don’t advise a patient to put drops in his eye three 
or four times a day. Be very specific. Since drugs are 
diluted very quickly by tears, it is better during the 
acute phase to put a drop in every 15 or 20 minutes the 
first day and then reduce the dosage as the patient 
improves. 

In the usual conjunctivitis, probably the most ef- 
fective treatment a patient can carry out for himself is 
to keep his eye wiped dry with cellulose tissue or cot- 
ton. He should not use the soiled handkerchief, should 
avoid playing with children and should wash his hands 
several times daily. 

There is usually more photophobia, eye pain and 
diminished vision with an iritis. Look for the perilimbal 
congestion and possible deposition of keratitic pre- 
cipitates in cases that do not respond quickly to treat- 
ment for conjunctivitis. 


The Weepy Eye 


The weepy eye in the newborn child is usually due 
to a blockage in the lower end of the nasolacrimal 
duct. An eye ointment is useless but periodic pressure 
every three or four days inward and downward by the 
mother over the nasolacrimal sac may result in enough 
intermittent pressure to “open” the lower opening. If 
occlusion persists, a single probing by a delicate hand 
is usually all that will be necessary. However, the par- 
ents should especially seek help if the retained se- 
cretion becomes mucopurulent and does net vanish 
after three or four weeks. 

The weepy eye in the older age group is usually due 
to relaxation of the lid tissues. Here again consultation 
should be asked, for there are several surgical proce- 
dures that can cure this condition. 

In the moist eye of a person who has.an apparently 
normal anatomy, eye drops containing a mild astrin- 
gent (zinc sulfate, % per cent) and adrenalin will often 
be all that will be needed. 
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The Dry Eye 


Sjégren’s syndrome is often seen in women past the 
menopause. This is characterized by a lack of secretion 
in the mucous membranes throughout the bodv. It is 
most apparent and most incapacitating in the ocular 
mucous membrane. Much relief can be given to these 
patients who have dry, burning, scratchy eyes, with 
artificial tears in the form of methylcellulose, 1 per cent. 


The Blind Eye 


It is now well known that 2 per cent of all people 
over 40 years of age have glaucoma. This disease, 
characterized by increased intraocular pressure, is 
insidious and sight-destroying. It can be, and should 
be treated by prophylactic medicine. I urge all family 
doctors to purchase a tonometer and to make tonomet- 
ric measurement of their patient’s eyes a part of the 
routine physical examination. It is a simple procedure 
and of tremendous importance to the patient, as well 
as a help in controlling a socioeconomic problem that 
affects all of us 

The central vision can be extremely good with a 
chronic wide-angle glaucoma. The red, painful, sore 
eye that sees halos, so often quoted in the textbooks, is 
ararity. This is the blocked, narrow-angle, acute type 
of glaucoma. Much more likely is the chronic, wide- 
angle, glaucomatous eye that has made the patient 
change glasses several times in a few years and is ac- 
companied by diminishing peripheral visual fields. 

Ophthalmoscopy helps too in diagnosis of glaucoma. 
The blood vessels seem to dip over the edge of the optic 
nerve head, suggesting early cupping. 


The Crossed Eye 


A cross-eyed youngster was sent to me not long ago 
for strabismus surgery. It became my unfortunate duty 
to tell the patient’s parents that the cause for the de- 
Viation was a retinoblastoma in the macular area of the 


Pain in Malignant Disease 


ADVANCED malignant disease may cause urgent pain from 
nerve involvement. Intrathecal injection of absolute alcohol 
often gives marked relief, but in view of the dangers, this 
method should be used only in this type of case. 

The technique is as follows. The patient lies with the 
painful side uppermost. The pelvis is raised by a pad so 
that the sacral and lumbar regions are elevated. The head is 
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right eye and that the eye was deviating because it was 
sightless. Enucleation was the only treatment. 

A cross-eyed child should be seen early not only 
because oculists hope to try restoration of binocular 
single vision, but also to eliminate the cosmetic defect 
that causes such marked personality changes in the 
youngster afflicted with a deviating eye. 

I have never yet seen a parent dissatisfied with the 
family doctor who has sent a youngster to me even in 
the first year of life. However, I have seen many irate 
parents who were quite hostile to their family physi- 
cians because they had been told to “wait a while and 
the eye would probably outgrow its strabismus.” Even 
a “‘little’”’ tendency to crossing is like a “touch” of 
pregnancy. 

All children whose eyes do not seem to track cor- 
rectly should be screened by an oculist. The first 
five years are the important ones. Functional results 
from any treatment are very rare if they are started 
after the child has entered first grade. Usually the best 
that can be hoped for is a cosmetic straightening of the 
deviating eyes. 


Final Comment 


In closing, may I quote from a painphlet of the 
National Society for the Prevention of Blindness: 

“Seventy-five of us go blind each day, 520 each 
week, and 27,000 each year. Some $50 million is spent 
annually for the care of the blind. Counting compensa- 
tion, medical expenses and loss of production, eye 
injuries cost industry well over $200 million a year.” 

If it is true that 85 per cent of our knowledge is 
gained through our eyes, then discussing knowledge- 
able, definitive eye care has an important place in 
medical education. What I have mentioned is not new. 
Its value will be in alerting you to pick up the usual 
oversight, overcoming the common aversion to prob- 
lems of an ocular nature and including the organ of 
sight in your over-all treatment of a patient and his 
family. 


lowered and the body turned ventrally so that the posterior 
sensory nerve reots are uppermost. The skin is cleaned and 
thecal puncture performed in the fourth lumbar interspace. 
When C.S.F. is seen to escape, 0.5 ml. of absolute alcohol 
is injected very slowly, drop by drop, taking two minutes to 
do this. No attempt is made to mix alcohol with C.S.F. in 
the syringe. The patient is kept on her side for two hours, 
She will complain of numbness which disappears spcntane- 
ously.— Emergencies in Medical Practice, 5th ed., page 116, 
by C. A. Brrcu. 
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Acne must be treated. Casual disregard is neglect. 

Reassurance and optimism must be provided 

for these self-conscious patients. Successful treatment depends 

upon recognition of the various forms the acne reaction may assume. 
Individualized topical therapy is more important 

than any form of systemic treatment. The physician must observe 
the entire family and begin a treatment program 

in the prepuberty stage if there is a family history of acne 

in its severe forms. Parents and physician must be alert 

to the development of emotional problems. 


some Concepts of the Modern Treatment of the Acne Reaction 


LEON GOLDMAN, M.D. 


Department of Dermatology, College of Medicine 
University of Cincinnati 


Cincinnati, Ohio 


“There are many pathological conditions that never 
endanger but often ruin life. Foremost among these 
harmless conditions is acne of the adolescent . . .” 

— ROTHMAN 


TO THE SUPERFICIAL GLANCE, it appears that anyone can 
recognize acne and therefore anyone can treat this 
complex reaction. Actually, this is not true because 
adequate treatment depends upon the understanding 
that there are many supposedly causal factors of this 
condition and consequently there are different types of 
acne. 


The Backgrounds of Acne 


1. There is a definite hormonal relationship, with the 
early beginnings of this reaction, at or near puberty. 
Often in girls there is a premenstrual flare. 

2. There are phases of infection that are always 
secondary. These vary in intensity from patient to 
patient and from lesion to lesion. 

3. The pilosebaceous unit (Figure 1) is the site of 
the essential or primary initial acne lesion. There is an 
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androgenic hormonal effect on the keratinization of 
the follicular orifice and on the sebaceous gland. The 
sebum may be abnormal, both physically and chemi- 
cally. 

4. The hair, first in its resting phase in this pilose- 
baceous unit, can add to the development of the 
inflammatory change in and about this unit. 

5. There are definite psychosomatic factors. Scars 
may occur in the personality as well as in the skin 
(Sulzberger). 

6. Acne, except in some of its very mild forms, 
should not be neglected. Advice and therapy should 
be given to this young and impressionable group of 
acne victims. 

7. Correct and individualized local therapy does 
have a definite and a more constant effect than the 
host of systemic therapies now offered. 

8. The basic requirements for local therapy are 
simple and are met by the tremendous variety of local 
measures used by dermatologists. 

9. Some patients do not respond to any type of 
local or systemic therapy. 

10. Finally, therapy of acne should not stop with 
the healed or deeply scarred lesion. 
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The Types of Acne 


Although the comedonal reaction (Figure 1) is basic 
to all phases, there are different forms of the acne re- 
action. These may be classified as (1) prepuberty acne; 
(2) mild acne-type reaction; (3) moderate or common 
pustular type; (4) deep nodulocystic type; (5) acne 
with flush reaction of the face; (6) acne with severe 
associated seborrheic scalp infection; (7) acne with 
severe psychosomatic change; (8) acne associated with 
endocrine disorders and (9) acne associated with 
various chronic diseases. These types are listed only 
to emphasize that there are different types of therapy 
to be considered. This difference in types may explain 
the failure of some forms of therapy, the apparent suc- 
cess of others. The various types may change under 
different conditions and may merge into different 


groups. 


The Necessity of Treatment 


In 1949, a popular magazine stated boldly, “Acne 
is Conquered!” However, we continue to write articles 
on how to try to treat this reaction. Harassed parents 
are discouraged with the difficulty and expense of 
treating acne. One often hears that nothing must be 
done because nothing can be done. And anyway, 
eventually it will go away. 

It was once the custom to tell a child that acne was 
a common condition that would disappear as one got 
older or got married. Eventually it did go away, but 
it left life-long, deeply-pitted scars. In the modern 
acne program, this casual disregard is willful and 
ignorant neglect. With the continued advertising em- 
phasis on the “school girl’? complexion in the colorful 
literature of the teen-ager, it would be impossible to 
dismiss this condition with just a brief reference. If 


sonnel, similar clinics should be developed in large 
medical centers. The same prevention program can be 
adopted in any phase of medical -practice. An in- 
terested and informed family practitioner and an inter- 
ested and cooperative mother can accomplish much. 

One who has seen the ravages of severe acne in a 
family group will appreciate the necessity for a pre- 
vention program. It was our impression that these 
children were not made unduly self-conscious. We did 
learn, however, that a daily regime must be short and 
simple. Children in the prepuberty period do not want 
to bother with any routine for a few spots on the face. 
These spots are only annoying to mothers. The 
children do not wish to stop long enough in the daily 
whirl to perform any unnecessary boring facial rituals. 


Local Treatment 


The purpose of local treatment is to dry the skin, 
even to peel it at times, and to keep the follicular ori- 


THE PILOSEBACEOUS UNIT IN ACNE 
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Scars medical treatment will give only some degree of re- 
e skin assurance and optimism to this all too self-conscious 
patient, then something worth while has been done. 
forms, 
should Th 
e Prevention Program 
oup of 
Some years ago, at the Children’s Hospital in Cin- 
cinnati, we had a Prepuberty Acne Clinic. To this 
clinic were referred the younger brothers and sisters 
of patients with the severe forms of acne. It was planned 
to study these children anthropologically, metaboli- 
cally and endocrinologically, and to offer preventive 
therapy. The clinic did not last long enough to carry 
out this ambitious program. It was not possible to 
determine whether any practical measures had been 
accomplished, for with this group long periods of ob- 
servation are necessary. With staffs of interested per- 
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p with Figure 1. The pilosebaceous unit, showing the comedonal reaction 
common to all forms of acne. 


Number 6 GP December 1958 99 


ume, 
4 
=) 
\ 
\" 4 
\ 
VE SNZ 


fice patent and finally to reduce the severity of the 
secondary infection. It is amazing that with such 
simple principles’ of local treatment so many diverse 
remedies are suggested. Perhaps the most interesting 
phase of this portion of the topical therapy program 
is the realization now that the acne patient requires 
an acceptable medication as well as an effective one. 
In the past years we were satisfied with messy, vigor- 
ous, active, odorous sulfide preparations that could 
be used for only brief periods of the day. Now it is 
recognized that a topical preparation for the treatment 
of acne must be in use during the entire busy, hot, 
public, dirty workday of the patient. So flesh-colored 
or neutral-colored preparations are a distinct advan- 
tage. However, cosmetic acceptability must not be 
considered more important than medical value. 

A preparation may not be accepted with equal en- 
thusiasm by both boys and girls. Obvious differences 
in skin color and in types of skins show again how difli- 
cult it is to standardize a single preparation or rela- 
tively few preparations for the skin of average groups 
of patients. If any topical preparation makes - their 
facial lesions more obvious, then this preparation will 
not be used. 

Some basic requirements of an acceptable topical 
preparation for constant daily use appear to be the 
following: 

1. It should contain sulfur, preferably in small 
particle size. 

2. It is perhaps better if it does not contain resorcin 
since this material is more apt to be irritating and 
sensitizing. 

3. Heavy, greasy bases should be avoided. 

4. The preparation should be moderately drying. 

5. The mixture should be stable so that the careless 
abuse of the teen-ager patient cannot affect the medi- 
cation. 

6. It must be adaptable readily for the different 
forms of the acne reaction. 


COMMERCIAL PREPARATIONS 


A number of preparations of this group are available 
commercially. The technique of use is important. 
The medication is used sparingly in the mornings 
after washing the face. It should be possible to powder 
over it if necessary in order to blend it in with the 
normal color of the skin. The preparation should be 
washed off easily several times during the day. At 
bedtime, the preparation may be applied more ex- 
tensively and more vigorously and does not have to 
be wiped off. The skin must not be scrubbed too hard 
to remove the preparation. Some of the nonresorcin 
sulfur-containing acne preparations are: Teenac (Paul 
B. Elder Co.) ; Plain Ung Sulforcin (Texas Pharmacal 
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Co.) ; Acnotex (C & M Pharmacal Co.) ; Polythionat« 
Lotion (Upsher Smith); Acne Preparations (Torc): 
Laboratories), and there are many others. Some res- 
orcin preparations which must be watched carefully 
for excessive drying and irritation are: Acne Dome 
(Dome Chemical Co.) ; Ung Sulforcin (Texas Pharma- 
cal Co.) ; Liquimat (Texas Pharmacal Co.) and Ac- 
nomel (Smith, Kline and French). I believe that topical! 
estrogen, hydrocortisone and other hormone prepara- 
tions are still investigative materials and not for routine 
use. 

The next phase in the program of important topical 
treatment of the acne reaction is the use of a cleanser 
material. The purpose of this is to remove the skin 
“soil,” and to help relieve excessive keratinization 
about the follicular orifice. This preparation is avail- 
able in various forms. The effectiveness of removing 
oil from the face; the ability to use the preparation 
often on selected areas instead of over the entire face; 
the avoidance of irritation about the corners of the 
mouth, the nose, the eyelids and the neck are some 
of the important factors in the cleansing routine. Some 
cleansers that may be used are Acne Dome Medicated 
Cleanser (Dome Chemical Co.) ; waterless cleansers, 
so-called, as Harper Cleanser Cream (Frederick 
Harper Co.); Pax Cleanser (Pax Co.), and various 
medicated bar soaps such as Stiefels Acne Aid, Benet 
Salicylic Soap and Fostex Cake. 

The next phase in the treatment program is the use 
of ultraviolet light or sunlight, preferably daily. This 
therapy is recommended only if sunlight has been of 
some value in the summertime, if the skin is not sensi- 
tive to light, if the flush reaction of the skin is not too 
severe, and lastly, if the skin is not dry. The teen-ager 
is likely to use ultraviolet light in excessive dosage to 
produce a temporary important-occasion redness of 
the face which will cover up temporarily, by edema 
and redness, the small lesions. It is recommended that 
suberythema doses be given daily rather than the in- 
frequent burn for the Saturday night party. The ultra- 
violet worshippers should be cautioned also about 
falling asleep under the lamp. Especially on cool days, 
sunbathing should be done often even if there is a 
temporary initial aggravating seborrhea. 

Strong peeling agents, such as special chemical 
keratolytic mixtures, carbon dioxide slush, liquid 
nitrogen and freon sprays should be used only by 
the dermatologist. 

Frequent cleansing of the scalp is also necessary 
since seborrhea of the scalp is often associated with 
acne. Simple shampoos may be used. Unless there is 
a definite seborrheic dermatitis, shampoos containing 
selenium are not needed. These produce an increased 
oiliness of the scalp. If there is active inflammatory 


GP Volume XVIII, Number 6 


Pia 
q 
| 
= { 


ger 
e to 
; of 
ema 
that 
itra- 
out 
ays, 
is a 


ical 
juid 
by 


sary 
with 
re 1s 
ning 
ased 
tory 


nber 6 


seborrheic dermatitis of the scalp. then this must be 
treated also. 

X-ray therapy is recommended for the severe form 
in the older patient. This does help the severe nodulo- 
cystic types, and properly given by the dermatologist, 
is safe as regards both thyroid and gonadal exposure. 
The practitioner should let the dermatologist decide 
if this important therapy is necessary and safe. He 
must not prejudice in advance, or scare the patient or 
his family. 

For the mild and even for the moderate form, it is 
recommended that not too much attention be paid to 
removal of blackheads and opening of lesions. The 
facial excoriating bathroom ritual should be reduced 
to a minimum. Overemphasis on detailed attention 
to the face results in accentuation of the psychosomatic 
disturbances attendant upon acne. 


Locat THERAPY IN SEVERE NopDuLocystTic ACNE 


In this chronic, deep-scarring type of acne, the 
question of drainage of the lesions is a very important 
one. The incision and drainage of these should be 
done, not by the patient or the sadistic family group, 
but by the physician. It is recommended that the in- 
cision be done at an inferior portion rather than 
through the occluded poral opening which may be ai 
the superior pole of a large boggy mass. The direction 
of the incision should be along the line of cleavage, or 
in the older patient, along the wrinkle lines. In this 
type of acne, it is well to emphasize to the patient and 
to the parents that it is the local necrosis that causes 
the scarring, not the local incision, salves and x-ray 
therapy. In an investigative study. complete excision 
techniques were tried on a number of cases. New 
lesions occurred about the ends of the scars, showing 
that this form of therapy at the present time cannot 
be considered practical. With the opening of these 
large, boggy masses, pressure-type dressings may be 
applied so that the cystic cavity cannot refill immedi- 
ately with large masses of blood. 

It is for this form later on that dermabrasion therapy 
can be done. At times, dermabrasion may be useful 
for active deep lesions, but this should be done only 
by the specialist. The tendency now is to reserve that 
form of surgical therapy for the healed and scarred 
patient. 


Systemic Therapy 


With our present day ignorance of the mechanism 
of development of the acne lesion, both in its early 
phase of poral keratinization and with the secondary 
infection phase, one can recommend only general 
empirical measures. 
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Figure 2. The anxiety of the teen-ager about individual and in- 
significant lesions must be recognized as the early sign of a per- 
sonality disturbance due to acne. 


ANTIBIOTICS 


These may help as long as they are given, and in 
surprisingly small doses. Unfortunately, antibiotics 
have to be continued for long periods of time. It is 
important to consider the development of antibiotic 
resistance in other organisms, especially in the im- 
portant flora of the nose and throat. In these days of 
widespread antibiotic-resistant staphylococci, anti- 
biotics for mild acne are condemned. These antibiotics, 
then, are reserved for the severe forms. The acne re- 
action cannot be cured with antibiotics. 


Drier 


Many critical studies are needed as regards fat, 
salt, chocolate and other dietary constituents. There 
is a vast prejudice against chocolate. Most patients 
admit, or are forced to admit, that chocolate aggra- 
vates their acne. Since 1950 we have attempted to set 
up a critical study to determine if it is the lipid factor 
of the chocolate or actually specific substances like 
the cocoa, the cocoa butter, vanillin or sugar that 
produce an effect on the pilosebaceous unit. Unfor- 
tunately, it has not been possible to develop good 
palatable controls of the suspected factors. 


ViraMIN A 


This therapy is supposedly based on the influence 
of vitamin A on the keratinization of the follicular 
apparatus. Controlled studies over a period of years 
have made many observers believe that this is of help 
in acne. 
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MISCELLANEOUS SYSTEMIC TREATMENTS 


There is also a vast group of miscellaneous -treat- 
ments under study. Some of these may be listed briefly : 
bacterial immunotherapy, antimalarials, tranquilizers 
and liver extracts. Vaccines. autogenous and stock, 
bacterial extracts and fractions have been used by 
dermatologists, admittedly by some as a therapy-of- 
desperation. We have studied an autogenous vaccine 
of “diphtheroid” organisms obtained by anaerobic 
cultures, especially of curettements of the deep portion 
of large nodules. These have seemed of more value 
than stock materials, but we have had no control 
studies. We have also tried gamma globulin in severe 
forms. 

In the type with the red -flush reaction of the face, 
the so-called rosaceal tint, we have used antimalarials. 
Long continued programs with these in the young 
should be avoided because of our lack of knowledge 
of their chronic toxicity. A brief period of use will 
serve to establish the value or lack of value for an indi- 
vidual patient. Tranquilizers in small doses for the 
disturbed teen-ager may be tried, especially in the 
premenstrual period in girls. 

Acne associated with definite endocrine disturb- 
ances or other chronic diseases should have the usual 
topical measures. 


Surgical interference may be employed in both the 
active phase of the acne reaction and in the scarred 
phase. A preliminary trial of an interdepartmental 
conference called The Skin Repair Conference has 
been set up at Cincinnati General Hospital. The De- 
partments of Dermatology and Surgery discuss, among 
other things of mutual interest, the specific details of 
the program of surgical interference in acne. 

If comedonal removal is done (value?) it should 
be done with small knives. Comedones should not 
be squeezed out with the antique and traumatic come- 
done extractor or its pseudoscientific relative, the 
vacuum-cup extractor. The cleansing routines do help 
to keep the poral orifice open at least temporarily. 
Small pustules need not be incised or drained. They 
should be left to dry. Deep dissecting unyielding 
nodules may be incised, cleansed with peroxide and 
packed for a brief period. In our experience drains 
with wicks, silk suture materials, have not been suc- 
cessful. 

Plastic surgery for the scarred phase, dermabrasion 
and fibrin foam injections (which are unobtainable by 
most physicians) should be left to the experienced 
dermatologist. 
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Personality Problems 


Acne has been widely advertised among teen-agers 
and has been held as something as severe and dis- 
figuring as Hansen’s disease. The advertising campaign 
may cause disturbances in the personality of the teen- 
ager. The anxiety of the patient about individual small 
pustules, or insignificant comedones is an early indi- 
cation of the disturbance of the patient (Figure 2). 
Due recognition must be made of this in any treatment 
program to avoid overemphasis on self-attention and 
self-mutilation through excoriation. Excoriated acne 
of youth is a type of acne reaction long known to 
dermatologists. 

With the early appearance of the excoriated acne 
or undue anxiety, parents and physician must be 
alerted. They must try to determine the reasons before 
extensive scarring and fixed personality problems de- 
velop in the patient. Psychiatric help must be obtained 
if the physician realizes the difficulties of the situation 
and if his own interviews accomplish nothing. In this 
phase of the acne reaction, the patient deserves much 
more than the routine office treatment. 

Masland, Heald, Hill and Gallagher report quite 
pertinently about acne in the adolescent. “Satisfactory 
management includes a knowledge of the patient’s 
personality, as well as of the therapy of the disease 
itself. It is important to understand adolescents’ em- 
barrassment, how they feel about their bodies, why 
they may feel guilty, why they may need your support. 
To treat them satisfactorily it is as necessary to know 
them as it is to know their disease. Your approach to 
them and your thinking about them should be differ- 
ent from that which you would use either with a child 
or with an adult. See your patient alone; his or her 
parents, when interviewed, should see you at another 
time. Give him a chance to talk and to ask you ques- 
tions. Show an interest in him as well as in his com- 
plaint.” 


Future Programs 


Because of our lack of knowledge of all the mechia- 
nisms involved in the acne reaction, future programs 
should include investigation of several aspects of this 
disease. Research should be pursued on the pilose- 
baceous unit in its anatomic, physiologic, chemical 
and hormonal relationships. Special clinics should be 
developed for the study of prepuberty acne and the 
preacne group of patients. Interdepartmental con- 
ferences should be continued to discuss the surgical 
repair of the skin in the acne reaction. 

Many favorite treatments for acne unfortunately 
could not be mentioned in the space of this review. 
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Fluoride is excreted by the kidneys and sweat glands 
and can be stored in the bones. Such storage, in 
extraordinarily large amounts, has been observed 
experimentally in animals and clinically in cryolite 
workers. The development of fluoride osteosclerosis 
seems harmless in itself—is reversible when intake 
of fluoride ceases—certainly will not occur as a 


result of drinking water that contains one part per 
million of fluoride. 


The Remarkable Ability 
of Bone Tissue 
to Store Fluoride 


HENRY F. HELMHOLZ, M.D. 


Mayo Clinic 
Rochester, Minnesota 


THE HUMAN Bopy protects itself from the toxic effects 
of fluoride in two ways: (1) by the excretion of the 
excess quantity over the amount needed by way of the 
kidneys and the sweat glands; and (2) by storage in the 
bones. When the excess cannot be excreted, it is 
stored almost completely in the bones. 

Fluoride is a normal constituent of human and ani- 
mal bone. This has been known since the year 1803, 
and has been verified many times since. It is known 
that about one-third of the normal daily requirement 
of fluoride, considered as a trace nutritive element, is 
obtained from food and that two-thirds of that require- 
ment is derived from drinking water. Like many nutri- 
tional elements, fluoride, taken in excessive amounts, 
becomes toxic unless the excess quantity is disposed of. 
Since fluoride has been so widely recommended as a 
nutritive element which will reduce dental decay 65 per 
cent when the proper metabolic balance is maintained, 
the question of how the body protects itself against the 
harmful action of an excessive intake of fluoride has 
become of great importance and interest. _ 

Excessive amounts of fluoride have been administered 
to animals to study the toxicity of the compound. It 
has been administered to man in large doses in the 
treatment of cancer. Sodium fluoride has been taken by 


persons attempting suicide; it has been inhaled by 
workers in cryolite factories; and it has been ingested 
and still is ingested by way of water supplies contain- 
ing an excess amount, which gives rise to mottled 
teeth in those who drink the water while their teeth 


are being laid down. 


Storage of Fivoride 


The amounts of fluoride that can be stored in man 
and animals are remarkable. Brandl and Tappeiner 
fed a 26-pound dog 402.9 Gm. of sodium fluoride in a 
period of 646 days. The dog died of carbon monoxide 
poisoning; chemical examination of the bones dis- 
closed that they contained 26.97 Gm. of fluoride. The 
compound had been deposited at the rate of approxi- 
mately 0.042 Gm. a day. In this small dog the daily 
deposition of fluoride was approximately 42 times that 
in a child drinking daily one quart of water containing 
one part per million of fluoride to protect his teeth 
from decay. Hence, if such a child retained all this 
daily amount or even several times this amount of 
fluoride, he would be far from any danger from the 
agent. 

Roholm described a man 68 years old who was em- 
ployed for 7,500 working days in a cryolite factory until 
25 days before his death. He died from an incarcerated 
hernia and complicating pneumonia. Ninety grams of 
fluoride was found in his bones; it had been deposited 
at an average rate of 0.012 Gm. a day (Table 1). Sixty 
times the amount of fluoride was found in his bones as 


Fluoride stored, grams 


Total 
1. Dog, 26 lb., took in 181 Gm. of fluoride 
by mouth in 646 days (1% yr.) and in the 
2. Human being, storing in his bones each 
day all the fluoride in 1 quart of water with 
fluoride content of 1 ppm., will 
(b) in 70 years store................. 25.50 
3. A cryolite laborer in 7,500 working 
4. A second cryolite laborer in 2,760 days 


Per day 


0.042 


0.001 
0.001 


0.012 


0.019 


| 
Ww. Table 1. 
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compared to the amount normally contained in the 
bones of an average citizen of Copenhagen. 

A second man had been a worker in a cryolite 
factory for eight years and ten months. He died of 
syphilitic heart disease, and it was found that 50 Gm. of 
fluoride had been deposited in his bones at an average 
rate of 0.019 Gm. a day. In discussing these instances 
of exposure to cryolite, Roholm wrote, “There is noth- 
ing to show that working in cryolite reduces the period 
of life or that cryolite workers acquire macroscopically 
recognizable lesions apart from the bone changes.” 

In one case about 0.012 Gm. of fluoride was de- 
posited daily in the bones of a patient and in a second 
case 0.019 Gm. was deposited daily without in any way 
interfering with the ability of the patient to work. If a 
person were to retain daily all the fluoride, 0.001 Gm., 
present in one quart of water containing one part of 
fluoride per million, during a lifetime of 70 years he 
would retain a total of 25.5 Gm. This is less than one- 
third of the amount that the first of the cryolite workers 
retained in 24 years, and a little more than one-half the 
amount the second worker retained in almost nine 
years. Ifa person retained daily all the fluoride content 
—0.001 Gm.— present in a quart of water he would 
store only one-nineteenth of the amount stored daily 
by the second cryolite worker in question. In Brandl 
and Tappeiner’s dog more fluoride was deposited in 
the bones within one and three-fourths years than 
would be retained by a man if all the fluoride— 0.001 
Gm.—contained in one quart of water ingested daily 
were deposited for 70 years. The dog did not die of 
fluoride poisoning. Stevenson and Watson, after the 
study of some 170,000 roentgenograms of the pelvis 
and spinal column of patients from Oklahoma and 
Texas, found only 23 between the ages of 44 and 53 
years with fluoride osteosclerosis. All had been drink- 
ing water containing four to eight parts of fluoride per 
million, and in each patient adequate clinical examina- 


tion did not establish any relationship between the 
roentgenologic findings in the bones and the clinic:!| 
diagnosis. 


Conclusion 


These comparative figures show the wide margin of 
safety that prevails when a whole population drinks 
water containing one part of fluoride per million. 
Nature has provided in the human body a very ad- 
equate defense against fluoride poisoning arising from 
storage of the compound in the bones. Roholm showed 
that when workers in the cryolite industry ceased such 
work after a long period of exposure, the resulting 
changes in the bones referable to exposure gradually 
disappeared, with restitution of a normal appearance 
in the roentgenograms. This.shows that no irreversible 
changes had taken place in the bones. Roholm wrote: 
“This finding makes it exceedingly probable that the 
specific bone changes caused by cryolite are capable of 
diminishing and disappearing entirely after cessation of 
work and that this ts the rule.”’ 

Very extensive osteosclerosis is not necessarily asso- 
ciated with any clinical symptoms at such high values. 
This was shown when the intake of fluoride resulted 
in 90 Gm. of fluoride being deposited in the bones of 
a man in 25 years. 

Symptoms of toxicity from fluoridation are practically 
ruled out, when it is considered that if 1 mg. of fluoride 
were ingested daily, without any excretion by way of 
the kidneys or skin, that the maximal amount of 
fluoride thus taken in during a lifetime of 70 years 


would be only 25.5 Gm. 
Dr. Helmholz died on August 19, 1958, 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


Blood Detects Mental IIIs 


A SIX-MINUTE BLOOD TEST for mental ills has been reported 
by Dr. Stig Akerfeldt, a biochemist at the Medical Nobel 
Institute, Stockholm. The test based on a blood serum re- 
action to an ammonium compound (N,N-dimethyl-p- 
phenylenediamine) may prove effective in diagnosis of 
schizophrenia and other psychoses. 

Dr. Hugo Theorell, Nobel laureate and head of the 
Institute’s Biochemistry Division, said the test trials on 120 
patients at Stockholm’s Langbro Mental Institute were con- 
sistent in 90 per cent of the cases earlier diagnosed. 

**At present,” he said, “we know little except that an 
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enzyme reaction, probably involving oxidase, occurs when 
the reagent is added to the blood serum of seriously dis- 
turbed mental patients. This causes a color change in the 
serum that does not take place when the same test is ap- 
plied to the serum of normal persons.” 

An interesting effect of possible significance is the fact 
that the color changes noted in the serum of the mental 
patients have varied according to the type of mental illness. 
They range from a “currant red” at one stage of schizo- 
phrenia to deeper shades as the illness progresses. Dr. 
Akerfeldt said the color change is produced by the action of 
blood enzymes on the reagent, but until it is known what 
other blood substances may contribute to the change, the 
results must be considered tentative. 
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The patient with a psychosomatic problem has a 
basic character pattern of infantile pride and ex- 
cessive dependence. He uncensciusly attempts to 
create a state of mutual omnipotence and satis- 
fying dependence with the physician. An effective 
referral—one that prepares the patient to be ort- 
ented toward independent psychic processes—de- 
mands that dependency on the referring physician 
not be established. There will be no referral if a 
physician enjoys his position of importance in the 
patient’s dependent framework. He must have de- 
fenses against this personal interaction with the 
patient. 


How to Refer 
a Psychosomatic Patient 
to a Psychiatric Specialist 


CARROLL C. CARLSON, M.D. 
Beverly Hills, California 


THIS BRIEF COMMUNICATION is the outgrowth of an 
initial survey of the referral methods of the individual 
staff members at the Veterans Administration Wads- 
worth General Hospital in Los Angeles. The insufh- 
cient preparation of the patient for psychosomatic 
consultation and treatment is a problem to those on 
this service. 

The attitude of the physician, that is, whether or 
not he wishes and expects the patient to get well, ap- 
pears to determine in part the productiveness of the 
preparation given. 

The other important ingredient is the fantastic and 
powerful qualities with which this kind of patient is 
ready to imbue his physician—either godlike or 
devilish. The attitude of the physician, thus, has mag- 
nified importance to the patient. This inner dynamic 
structure of the patient influences the “who and when 
to refer,” as well as the “how.” First, I will describe 
the offending, unhealthy, emotional foci within the 
patient. 
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The Character Pattern of the Patient 


He is usually nonverbal and nonperceptive except 
toward his symptoms. He describes them in minute 
detail, especially in relation to the many therapeutic 
procedures tried. He often clearly conveys a high sense 
of status and importance in the symptoms and consider- 
able pride in the resistance to successful treatment. 
His concentrated preoccupation with himself, in this 
way, is familiar to all physicians. 

There is another reaction that may not be so familiar. 
He expects from his wife, boss and other significant 
people the same attentiveness and concern he expects 
from his physician and that he has toward himself. 
One man insisted we give psychotherapy to his teen- 
age daughter before he returned home. She seemed 
flippant to him, far too occupied with her own new 


problems of social growing, to accord him the atten- 


tiveness and importance he felt necessary for his 
self-esteem and his illness. 

Another man was precipitated into the hospital after 
his wife had withdrawn gradually her interest in his 
asthmatic attacks. She openly derided him for retreat- 
ing from family responsibilities into wheezing. 


NARCISSISM AND INFANTILE FANTASY 


The character pattern is infantile brittle pride and 
excessive dependence. It is the center of his make-up. 
It is his secret way of life underneath the rest of his 
personality. This is why he is resistant to referral and 
requires emotional preparation for it. Such a person 
attains a uniquely valuable sense of self. He keeps this 
narrow, high-charged focus in his adult life. This inner 
pride is totally dependent on matching his childhood 
success. When the people in his adult environment do 
not fit his required early counterparts, his inner exist- 
ence is threatened. To him the threat is deep and vital; 
a massive vegetative response follows as it would if the 
humiliating threat were totally external. 

A physician can precipitate a severe reaction by a clumsy 
attempt at referral. 

A young ranch hand had been incapacitated occa- 
sionally with mucous colitis for ten years. His symptoms 
were coincident with marriage to an ambitious woman 
who insisted he change his occupation, which he did. 
Outwardly successful but inwardly insecure, he devel- 
oped ingenuity eluding the critical eye of his wife. He 
would daydream of riding a horse and shooting a gun 
in order to recapture his secret pride. As his former 
poolhall crowd gradually shifted to a cocktail crowd 
and he could no longer flare up with ready fists, his 
symptoms increased. His only recourse was to become 
furious over trifles. In this his wife and neighbors made 
fun of him. This led to his total incapacitation. 
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Here we find a person who could not take narcissistic 
pleasure in a newer status and newer capacities. 
Narcissism is used in its true sense of esteem, pride 
and pleasure in self functions and self image. It is 
healthy if invested in real self values and apportioned 
in reasonable doses. It is unhealthy if concentrated 
only in a small area of function based on a pattern of 
the past which may be mostly infantile fantasy. This 
man never was the riding, shooting, tough fellow he 
tried to recreate. 

He would have been healthier had he been able to 
take pride in his new occupation, in his status among 
his cocktail acquaintances, in gentlemanly control of 
his anger, in being tolerant of his friends, and on occa- 
sion experiencing prideful pleasure in having been a 
cowboy. We know many people, each of whom is able 
to invest a reasonable amount of narcissism and receive 
adequate pleasure in each different sense of self. They 
interact in each different setting, in patterns of be- 
havior appropriate to each occasion. If this man had 
been able to do this proportionately, he would have 
been healthy with no need to misuse his body to dis- 
charge his frustrated tensions. Instead, he invested his 
crucial narcissism in this secret, overvalued emulation 
of a pattern of behavior that became his sole valued 
identity. 


DEPENDENCY 


Another salient feature is the dependent structure in 
which these reactions occur. This man did not rebel 
and become a cowboy; neither did he become one on 
week ends, nor even did he occasionally ride a horse. 
He wished people to encourage these expressions of his 
childish cowboy behavior, then applaud him, as he 
secretly felt his due. He expected this highly charged 
image of himself to be universally valued in all settings. 
He was in constant suppressed rage of disappointment. 

The physician’s problem in preparing the patient for 
referral was to avoid entering into the patient’s manip- 
ulations to recreate the childhood setting, then to deal 
with the patient’s bouts of extreme rage from frustra- 
tion. He reacted as a tolerant and interested friend 
toward a child in tantrums, waiting for the emotional 
storm to subside before gently and firmly discussing 
the reality of the situation. The patient became ready 
for referral when it dawned on him that his rages were 
childish reactions to impossible dependent demands, 
and he did not lose face recognizing it. He felt sup- 
ported by his physician’s genuine respectful sympathy. 


The Physician's Reactions 


The special psychiatric problem is to extract narcis- 
sism and self-investment of importance from a rigid 
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infantile dependent pattern, put it through a maturing 
process and make it available to the rest of the personal - 
ity. 

This must be started by the referring physician, pre - 
senting a consistently sympathetic and tolerant at- 
titude. This treatment will allow the patient to save 
face, to begin shifting his pride into the process of 
self-discovery and to practice changing his childhood 
patterns. 

If the physician does not focus on this, he may un- 
wittingly fall in line with the patient’s unconscious 
wishes. This can lead to cementing the patient’s neuro- 
sis into an untreatable one. This is the other half of the 
reason for failure of referral and treatment. 

The patient is always ready to imbue his physician 
with great wisdom and skill, superior to other doctors. 
It is so easy to fall in line here, because a remnant of 
infantile narcissism in medical doctors is kept nurtured 
by the frequent position of power. There is a constant 
barrage of idolatrous esteem from all. If the physician 
succumbs, the patient’s central infantile self is pro- 
pelled into a state of hopeful expectancy. Through 
the patient’s eyes the doctor has taken on an exciting 
omnipotence that he, the patient, can fully share. This 
is the glorious dependent state he unconsciously 
yearns for. When in this keyed-up condition, infantile 
fantasy seems real to the patient and he has no inten- 
tion of altering it. He fully expects his physician to use 
magic in this intimate relationship. He hopes it will 
repeat the earlier successes he fantasies, thus restore 
his exquisite infantile state of importance. 


Tue Patient’s ExPECTANCY 


A male patient had a history of considerable business 
ability. Later, he unconsciously arranged the oppor- 
tunity for three irresponsible brothers to ruin him. He 
again became economically successful, married and set 
up his in-laws in independent security. At this point 
his wife chose to renew her dependent relationship 
with her mother and moved back to the parental home. 
The patient’s symptoms began: a daily low-grade fever 
and a nonproductive cough. After five weeks of 
hospitalization he was cleared for tuberculosis and 
other pulmonary infection. When referred to the 
psychosomatic service he presented two convictions: 
first, that he was able to handle any emotional situation 
with superman ease ; second, that he had rare ability to 
be outstandingly acclaimed, but his symptoms pre- 
vented him from gaining fulfillment. 

He came with the expectation of magic manipula- 
tions. His childish aspirations had been enhanced 
rather than turned toward reality. He was farther 
away from treatment readiness than when he first asked 
for help. The doctor had fallen into the trap, tempor- 
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arily enjoyed it, then became confused with it, and 
finally promised anything in order to rid himself of it. 


PREPARATION OF THE PATIENT 


An effective referral must prepare the patient for 
the transition from one who is oriented dependently 
toward his doctor to one who is oriented toward his 
more independent psychic processes and realistic 
prideful behavior. He must be given some experience 
in shifting from dependence on magic manipulations 
to an attitude of a cooperative partnership in an ex- 
ploratory emotional adventure. This necessitates a 
real wish in the doctor for the patient’s healthy inde- 
pendence of him. 

A referring physician demanded weekly reports of 
me, at the same time telling the patient that a cure 
with psychotherapy is impossible. Finally, the patient 
became moderately independent of his possessiveness 
and the physician became furious. He later admitted 
that he had thought it only natural that a patient be 
dependent on him only, and that he be viewed by the 
patient as having unique power and importance. 

Another physician so completely enjoyed his own 
position of importance in the patient’s dependent 
framework that he had no intention of letting go. The 
patient finally perceived the impossibility of the situa- 
tion and requested referral. The physician replied, 
“Sure, ask me some morning when you’re ready for 
some laughs. Then I will arrange it for you.” 


An EFFECTIVE TRANSITION 


A more effective referral was that of a male patient, 
a diabetic, who constantly rebelled against his routine 
in a most provocative manner. He created scenes over 
trifling frustrations. His self-esteem was brittle. The 
complex interaction of many weeks between him and 
his female doctor is best simplified in this condensa- 
tion of her attitude and words. She said with sincere 
sympathy, “I know it must be most difficult for you to 
learn to control your illness as well as to understand 
the explosiveness that causes you so much frustration 
and hurt. I will send you to a psychiatrist so you may 
gain a more equitable sense of well-being. You will 
learn how to manage your illness so it will be no more 
important than it really is.” This patient did make a 
good transition to his psychotherapist. 

To understand the emotional interaction, it must be 
remarked this doctor had a full awareness of the fitness 
of human behavior and emotion. Her respectful man- 
ner not only protected his brittle pride but also en- 
couraged him to invest his pride in more realistic 
behavior. Her genuine wish that he get well gave him 
sufficient emotional support without encouraging his 
dependent patterns. No matter what words she would 
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have chosen, this therapeutic atmosphere would have 
encouraged him to try other patterns of interaction. 

Another illustration: An unusually successful young 
male executive had repeated attacks of sore throat not 
due to infection, intestinal spasms and bouts of in- 
tractable puritus ani. He was treated medically over a 
long period of time by a friend and respected com- 
panion. This physician tactfully and definitely pointed 
out the relation of the symptoms to specific emotional 
stresses. He was able to demonstrate in the present, 
one childhood pattern that had been successful with a 
father figure. The patient was still using it to solve 
present complex work problems. It led to continual 
frustration and rage. He gave the patient plenty of 
time to get used to repeated verification before he in- 
sisted on psychiatric treatment. 

When this patient applied for psychiatric treatment, 
he was well prepared to work at uncovering the deeper 
conflicts in his personality. His self-esteem had been 
protected. He had begun to shift his pride onto his 
real capacity to explore and to understand himself by 
emulating his doctor’s respectful and scientific atti- 
tude. 

Again, although they were intimate friends, the 
physician avoided any proliferation of dependent in- 
teraction by his attitude of being a helpful friend only. 
Moreover, he encouraged independence by actively 
displaying his own puzzlement and limits of knowl- 
edge. The patient acquired some sense that the emo- 
tional conflicts behind his symptoms were his own 
responsibility. 

Not all physicians have this understanding aware- 
ness. It usually comes only after years of personal 
analysis of themselves. Actually, it takes more than 
just understanding. It takes an inner emotional organ- 
ization that can withstand the patient’s unconscious 
interplay of infantile demand and frustrated rage. By 
tone of voice, manner of movement and facial expres- 
siveness, there is a constant barrage of insistent com- 
mands for the renewal of a magical and dependent 
relationship with a parent figure. This may make the 
patient comfortable, but makes the doctor most un- 
comfortable. It is this undercurrent, octopus-like, 
emotional insistence of the patient that often makes it 
impossible for the doctor to make a dynamic referral 
and to initiate treatment well. In many instances, the 
doctor is so busy protecting his own emotional or- 
ganization from the inroads of the patient, that he has 
neither the time nor the inclination to understand the 
patient. This is reasonable and understandable. 


HONESTY 


It is best to demonstrate the limits of one’s personal 
interest in the patient but also give evidence of one’s 
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scientific interest in him. The patient may not be 
ready for referral, but at least is prevented from en- 
tangling another important figure in his neurosis. 

On the other hand, this honest approach may give 
just that sufficient support to the patient’s reality 
identity to enable him to effectively work at overcom- 
ing his infantile conflicts. 

An example of this reality attitude was that of a 
doctor, who, after thorough examinations, advised the 
patient the symptoms did not fit any pattern he under- 
stood and that the most likely cause was a set of emo- 


tional conflicts he could not comprehend and of which 
the patient was unaware. He advised psychiatric con- 
sultation, stating he would be glad to arrange it if this 
patient wished. 

This particular patient gained support for realistic 
pride from this doctor’s honest and matter-of-fact aiti- 
tude. Later in psychotherapy he recognized his sin- 
cere respect for this doctor who refused to be sucked 
into the patient’s narcissistic and dependent orbit. 
This doctor became one of the models for this patient’s 
new mature identification system. 


HERE'S A HELPFUL HINT... 


About Urine Urobilinogen 


MEasuREMENT of the amount of urobilinogen in the urine is 
widely used as a test for deciding about the cause of jaundice 
—chiefly for distinguishing jaundice due to hepatocellular 
damage from that due to obstruction of the common bile 
duct. 

Normally, when bilirubin enters the intestine, it is changed 
into urobilinogen by the action of intestinal bacteria. Much 
of the urobilinogen is excreted with feces, but some of it is 
reabsorbed into the portal venous system. On arriving at the 
liver, almost all of the reabsorbed urobilinogen disappears 
(re-excreted, reused ?), and only a little enters the systemic 
circulation and reaches the kidneys where it is excreted 
(not more than 4 mg. a day) (Figure 1). 

In cases of jaundice due to complete obstruction of the 
common bile duct (cancer of ampulla; cancer of pancreas; 
rarely, common duct stone), bilirubin does not enter the 
intestine, formation of urobilinogen therefore ceases, and 
there is no urobilinogen in the urine. 

In jaundice due to disease of the liver cells (hepatitis), 
some bilirubin reaches the intestine continually except in 
those cases that show a phase of complete “intrahepatic 
obstruction.” During that phase, bilirubin is not excreted, 


Figure 1. Urobilinogen formation and excretion. 


and the consequent absence of urobilinogen from the urine 
gives the case a resemblance to obstruction of the common 
bile duct. However, the phase is usually brief (a few days 
at most), and the problem is resolved by a series of daily 
tests for urine urobilinogen. At all other times, the jaundice 
of hepatitis is distinguished by the presence of increased 
quantities of urobilinogen in the urine. 

So it is that considerable reliance is placed upon the 
facts that are summarized in Figure 2. Still, the facts pre- 
sented to this point fail to take into account one other factor 
that may confuse the issue that serial tests for urine uro- 
bilinogen are expected to settle. When a jaundiced patient 
is taking a broad-spectrum antibiotic by mouth, intestinal 
bacteria may be suppressed, so that urobilinogen is not 
formed even though bilirubin is being excreted into the intestine. 
Then, of course, there will be no urobilinogen in the urine. 
If that fact is lost sight of, a diagnosis of complete obstruc- 
tion of the common bile duct may be made mistakenly in 
patients who have, in fact, hepatitis or partial obstruction 
of the duct by stones. The seriousness of that mistake is 
evident from the knowledge that complete obstruction of the 
duct usually carries the ominous connotation of cancer. 

In summary, tests for urine urobilinogen must be inter- 
preted on the basis of bile duct patency and liver cell func- 
tion, but also with consideration of the possibility that 
intestinal bacteria have been changed by the action of an 
antibiotic.—LEONn SMITH, M.D. 


Figure 2. Relationship of serial tests for urine urobilinogen to 
differential diagnosis of jaundice. 
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MOST GENERAL PRACTITIONERS who do obstetrics enjoy 
this side of their practices. Obstetrics, however, seems 
to me one of the more brittle specialties of medicine. 
In this specialty, the influx of new ideas appears to be 
slow. Perhaps the relative uniformity of the birth 
process tends to discourage new thought. My purpose 
in writing is to describe a new method of prenatal 
management that I have used and found highly re- 
warding for more than five years. 


Affinity Among Expectant Mothers 


I doubt that any of you have ever seen two pregnant 
women meet on a bus—or anywhere else for that mat- 
ter—without smiling at each other. This simply exem- 
plifies a normal human characteristic of grouping or 
joining together. People tend naturally to seek out 
their own kind. This method of prenatal management 
is based on the fact that expectant mothers feel a bit 
different from other women by virtue of their preg- 
nancy, and consequently, they show a remarkable 
affinity for one another. 


Tue Patient’s QuEsTIONS 


Most practitioners handle a prenatal case in a rela- 
tively constant manner. After the initial examination, 
there is a discussion of diet, do’s and don’t’s, and fees. 
The doctor then usually says, ‘Do you have any ques- 
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Most physicians manage their prenatal patients 
in a constant fashion. After a thorough initial examination, 
there are periodic opportunities for the patient to ask questions. 
But she may be embarrassed, or too solicitous of the doctor’s time. 
A classroom technique—complete with audiovisual aids— 
inspires enthusiastic patient participation. The doctor saves time. 
And its great effectiveness may be judged 

by improved conduct during labor, 

and the relatively problem-free postpartum period. 


Prenatal Care: A Classroom Approach 


GEORGE S. ALLEN, M.D. 


Louisville, Kentucky 


tions?” With this he smiles and waits. Too frequently 
the patient is loaded with questions that are withheld 
because she fears the doctor will think them silly, or 
for some other reason, such as the thought of the full 
reception room. Of course, the doctor probably gives 
her some literature to help answer her questions. The 
patient will be advised by many poorly informed, well- 
meaning souls. When a month is up she will return to 
her doctor frightened and confused. If he detects this, 
he will have at least a 30-minute task of explaining and 
reassuring. If he doesn’t, hell have a screaming wall- 
climber on his hands when labor rolls around. 

Handling prenatal care on a group or class basis 
affords the individual patient maximum attention and 
the doctor the greatest economy of time. The idea has 
unusual acceptance by patients. Once undertaken, it 
makes prenatal care truly enjoyable for both patient 
and doctor. Certainly I have found this to be so. For 
the past five years I have endeavored to refine and im- 
prove my program. I should now like to outline it and 
submit it for your evaluation and disposition. 


Techniques 


New prenatal patients should have a complete his- 
tory and physical examination. Basic laboratory studies 
should include hematocrit, hemoglobin, WBC, Rh 
typing and a chest x-ray. When this is completed, a 
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frank discussion of fees is carried out. After this the. 
patient is given a list of appointments. These appoint- 

ments are made for a time when the office will be given 

over to a prenatal group. The patients are grouped 

according to their expected confinement date, so that 

al] patients in a group are due to deliver within a 

month of each other. In this way all patients in a given 

group will have all problems of a trimester fairly well 

in common. For a group of prenatal patients, five ses- 

sions are planned and these are spaced every four 

weeks. Of course, some patients come in later in preg- 

nancy and join a group after one or two sessions have 

been held. These patients can “make up” classes if 
they desire by attending the classes they missed with 

another group. 

When I began this method, I used my reception 
room and closed the office to general patients during 
class time. Now I have realized a dream in that I have 
a classroom complete with movie screen, projector and 
blackboard. Such facilities of course are not necessary 
to the group method. 

The curriculum of a given prenatal group is: 

Prenatal care. 

Labor—going to the hospital. 
Delivery. 

Postpartum period. 

Taking care of the newborn infant. 


TEACHING METHODS 


I am a staunch believer in audiovisual education. 
I have purchased a 16 mm. sound projector and a set 
of films from Medical Arts Productions designed for just 
such programs. The films are entitled: ‘Education for 
Childbirth,” and the titles are roughly as listed in the 
curriculum. Movies lend definite organization to a 
class. They are not, however, completely essential. I 
managed three years without them, and during that 
time patients were enthusiastic about the group method. 


If movies are used (these are available from mosi 
state health departments and projectors can be rente«| 
for nominal fees), they will serve to set the theme for 
the patients’ discussion and the doctor’s talk. If movies 
are not available, the doctor can quickly set the theme 
by speaking informally for a few minutes. The format 
is up to the physician. 


Tue First SEssion 


I utilize the first session to explain why I employ 
the group method. I introduce the members of the 
group to each other, I buy the “cokes,” and try my 
very best to establish an air of informality and friend- 
liness. The first topic is fear. 

“The greatest enemy of good obstetrics is fear.” | 
sincerely believe this. I explain that most fear is based 
on ignorance. We usually fear what we do not know. 
Explanation of the relationship of fear and tension is 
made. At this point it is simple to explain to the group 
that you are trying to leave no stone unturned in 
teaching them what having a baby is all about. Assure 
them that your biggest job is to dispel their fears and 
doubts by substituting factual knowledge. Explain to 
them that if they attend the classes and attempt to 
learn, that by the time their labor begins, they will 
know what to expect. It will not be fearful or totally 
new to them. 

Questions from the group members should be en- 
couraged—particularly at the first meeting. There will 
probably be some shyness and hesitation initially, but 
tact and diplomacy on the physician’s part will soon 
start the questions. After this, the problem may be in 
getting them stopped. There is great advantage in all 
members of a group hearing the questions and the 
answers. The doctor should not dodge questions but 
answer them all honestly and reassuringly. 

The first class or session with a prenatal group is 
highly important—it breaks the ice and establishes a 
kind of esprit de corps for that group. Believe me, if 
it is skillfully managed, the patients leave enthusiastic 
and looking forward to their next class. Subsequent 
classes are more lively, and topics crop up constantly. 
I have found the type of anesthesia, sedation, the use 
of forceps and the onset of labor to be particularly in- 
teresting topics to my patients. Recently there has 
been much interest in hypnosis. 

Of course the routine monthly examination should 
be done—either before or after class according to the 
physician’s preference. The group should also be as- 
sured that questions of a private or personal nature 
will be handled privately. 

I believe I’ve given enough of the method involved 
in this approach to prenatal care. Now allow me to tell 
you what to expect, based on my own experience. 
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Results to Expect 


You’ll find that your time spent in prenatal care 
will be reduced and your care will improve. You will 
spend about two hours with about 15 to 20 pregnant 
women. You will have examined them and given them 
extensive instructions and care. These women will go 
home feeling that they have spent two excellent and 
enjoyable hours with their doctor. It would require 
ten to 15 times this amount of time to give the same 
attention individually. 


LABOR 


Probably the most important result of the group 
method is the patients’ conduct in labor. You will find 
that your patients handled by the group method will 
require less sedation and will be excellently behaved. 
All other factors being equal, their labors will be no- 
ticeably shorter. Not all of my patients elect to partici- 
pate in the group method—perhaps 25 per cent do 


not. There is a difference in spite of the fact that I 
attempt to instruct them (those who do not attend the 
classes) individually. The majority however do accept 
the group method and in those cases it is rare that 
sedation in excess of 75 mg. meperidine is required— 
primiparas or multiparas. 


AFTER DELIVERY 


Another noticeable effect of the group method is the 
postpartum course. You will find that your phone and 
house calls for mama and baby will be drastically re- 
duced. The sessions on infant care and postpartum 
periods will answer in advance many of the questions 
that would otherwise require much of your time and 
distemper. 

I should like to add that at the initial visit I give my 
patients two books—Dr. Eastman’s Expectant Mother-. 
hood and Dr. Spock’s Infant and Child Care. This ex- 
pense is a lucrative investment considering the dividend 
in time saved and intelligent child care effected. 
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Principles and Objectives 
in the Comprehensive Care 
of Chronic Illness 


EUGENE J. ROGERS, M.D. 
Brooklyn, New York 


Rehabilitation of the chronically ill begins 


with a thorough physical evaluation. This is followed 


by steps to prevent further medical 
and psychiatric complications. Many methods 
are available for the correction of lost 


functional capacities—re-education and training, 


devices, prestheses and surgical procedures. 


All efforts aim at the development of independence 


in the activities of daily living, 
ambulation and communication. 


The final goal is the ability to work. 


THE EVER-INCREASING complex problem of caring for 
chronically afflicted patients will correspondingly tax 
our facilities, personnel and economy. Total care 
within the home, in day centers and in progressive 
nursing homes must assume a more important role. 
Economically and emotionally, the home is frequently 
the preferred setting. Institutional care is best re- 
served for extensive evaluation and for the accomplish- 
ment of certain short-term procedures. An early dis- 
charge of patients from institutions is advisable so that 
rejection by their families is less likely. 

An outline is provided here to guide family phy- 
sicians in planning a more extensive rehabilitation 
program for these often neglected patients, in reduc- 
ing some of the hardships and in preventing some of 
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the complications frequently encountered. It serves «is 
a procedural routine for a more thorough evaluatioi, 
and permits better planning of long-range and short- 
term goals. These goals give direction and facilitate a 
therapeutic regimen. Progress depends upon a co- 
plete understanding of the program and its goals, as 
well as upon the cooperation and the active participa- 
tion of the patient, his family, ancillary personnel aid 
various community agencies. It is the function of the 
physician to be the captain of these participants, with 
responsibilities like those of a ship’s captain in matters 
of welfare as well as of health. 


Evaluation 


The development of an appropriate goal and its ef- 
fective therapeutic approach are predicated upon a 
thorough preliminary evaluation. It must include all 
phases within the medical, psychosocial and voca- 
tional spheres. The usual medical history and physi- 
cal examination with a review by systems is completed. 
The functional capacities and limitations of the sen- 
sory, motor and integrative systems are of particular 
concern. Note defects in the ability to see, hear and 
localize and perceive proprioceptive and cutaneous 
stimuli. The motor capacities include musculoskeletal 
integrity; the range of motion, muscle strength, co- 
ordination and volitional and reflex activities. The 
cortical integrative capacities lend a clue as to the 
patient’s reasoning and intellectual capacities as well 
as his ability to learn. Evaluate self-care activities such 
as feeding, dressing, toilet and personal hygiene; 
abilities in comprehending and expressing thoughits, 
wishes and needs, and capacities in transference and 
in moving about. The use of assistive devices, obtained 
or devised, are to be noted. 

The psychosocial and vocational plans depend upon 
each patient’s physical and emotional status. His fam- 
ily constellation and relationships must be considered, 
as well as the facilities in the home, the financial re- 
sources available and the educational, occupational 
and avocational background. Occasionally community 
agencies become involved and can assist in the ul- 
timate planning. 

The specific diagnosis and prognosis may alter the 
approach and the extent of rehabilitation, but should 
not preclude it. The short-term goals may consist of 
diagnostic or surgical procedures and specific thera- 
peutic or functional achievements. The long-range 
goals include the ultimate objectives to be attained 
through rehabilitation, such as methods of getting 
about, performance of activities in the daily routine of 
life, communicating with others, subsistence or work, 
and psychosocial adjustment. 
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Specific Prophylactic and Therapeutic Measures 


A functional and effective therapeutic program is 
geared to the achievements of these various goals. 
Exercise therapy is the single most important effective 
modality. It may be enhanced by constant encourage- 
ment, the simplification of tasks and environment, the 
performance of meaningful activities, properly ex- 
plained and carried out with regularity. Medication 
‘and devices to assist, correct or substitute for function 
may be utilized. Frustration is to be avoided. Cardiac 
strain is rarely encountered. (Remember that heat ther- 
apy should be used with caution in patients with pe- 
ripheral vascular disease.) 

Prophylactic care may minimize the effects of inac- 
tivity, improve the general well-being and prevent 
complications. Deleterious effects are the conse- 
quences not only of the pathologic processes, but also 
of prolonged bed rest, the effects of pain and mal- 
position, as well as idleness of the mind. These del- 
eterious effects may involve any or all of the systems. 
Follow-up care and psychosocial counseling may 
avert regression and complications. 

The alleviation of pain by medication, various heat 
modalities, injections and neurosurgical procedures, 
as well as reassurance, may retard the rate of progres- 
sion in the disability. It must be re-emphasized that 
exercise therapy and meaningful activities are the most 
important and effective therapeutic and prophylactic 
measures. 

Some of the disabling and complicating factors 
involving the musculoskeletal system may be de- 
formities due to malposition, muscle imbalance and 
gravitational influences. Proper bed position and pos- 
ture must be maintained. The use of foot boards, 
sand bags, splints, slings and exercise therapy are to 
be encouraged. Progressive weakness and limitations 
inmotion and deformities frequently represent neglect 
and waste in human and economic resources. Correc- 
tions entail loss in time and money, and pain. Muscle 
strength can be improved by progressively increasing 
the work load. Coordination can frequently be im- 
proved by repetitive movement patterns and visual 
observation. Restoration of lost functions may oc- 
casionally be achieved by re-education and retraining. 
Electrical or reflex pattern stimulation and graded 
exercise therapy are other procedures. Where a trial 
period indicates no functional possibilities, substitu- 
tion or stabilization may prove more effective. 

The metabolic factors of nitrogen balance, hypo- 
Vitaminoses, obesity and osteoporosis require appro- 
priate nutritional and hormonal supplements, exercise 
therapy and weight-bearing stress. Cardiovascular and 
pulmonary reserves are to be retained and improved. 
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Graded exercises, deep breathing and exhaling with 
stress are routine. Periodic elevation of the extremi- 
ties, elastic supports, anticoagulants, enzymes, anti- 
biotics, and heat or cold may be necessary in thrombo- 
embolism. 

Genitourinary care and prophylaxis may entail 
catheterization, tidal irrigation with passive bladder 
motion, acidifying and diluting the urine, antibiotics, 
and periodic efforts at micturition by reflex stimulation 
as stroking of thighs, Credé or hand immersion in 
warm water. Incontinence pads, urinal or condom de- 
vices may be necessary (Figure 1). 

The gastrointestinal system is also influenced by 
motor activity. Regularity and commode or toilet fa- 
cilities are preferred to the bedpan. Laxatives, sup- 
positories or enemas may alleviate stasis and impac- 
tions. Digestive aids may be useful. 

Pressure sores and skin atrophy may be ameliorated 
by nutritional control and skin care. Frequent position 
changes, enlarging the weight distribution by smooth 
sheets, foam rubber or multiple compartment air mat- 
tresses, and attention to fecal and urinary incontinence 
are important. Extensive sores are best treated by 
primary closure with excision of the underlying bony 
prominences. 

Convulsive seizures in the brain-damaged patient 
may be controlled by medication. The emotional mood 
may be altered by tranquilizers, stimulants, activity, 
environment and social relationships. 


The Road to independence 


The activities we perform in our daily life represent 
the culmination of a slow, tedious and progressive 
learning process commencing soon after birth. The 
steps in this road to independence fall into the following 
major categories: 

1. Self-care activities such as dressing, feeding, 
toilet and hygiene. 

2. Getting about and ambulation. 

3. Speech and communication. 

4. Psychosocial development and integration. 

5. Occupation and avocation. 

Loss of these activities creates a significant impact 
upon the patient, the family and the community. 
The training or retraining for maximum possible in- 
dependence entails an interaction of the individual, 
his family, his teachers, physicians and various com- 
munity agencies. All handicapped individuals should 
be permitted to attain maximal independence com- 
mensurate with their disabilities. Cardiac manifesta- 
tions or other factors may alter this path to inde- 
pendence but rarely preclude it. If a trial period of 
anatomic training proves useless, train a functional 
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Figure 1. Urinal device for female patients. Such devices are ex- 
tremely important for skin care. 


extremity to compensate for a lost facility. Assistive 
devices should be encouraged. Some of the require- 
ments, techniques and procedures in the road toward 
independence are outlined below. 


SELF-CARE 


The performance of these activities depends upon 
motor function. Exercise therapy, whether of the pro- 
gressive resistance type or the repetitive type, and 
assistive devices may ultimately determine the extent 
of self-care adequacy. Assistance may be obtained in 
bed activities by use of the ‘Patient Control Hospital 
Bed Positioner” (Figures 2a and 2b), side bars or 
ropes, overhead trapeze or reaching tongs. Showers 
are easily modified for patients. A stool, bench, rail, 
bathtub stairs and long-handled holders assist in hy- 
giene. Toilet facilities may be improved with grab 
bars, toilet arm rests, raised seats or use of a toilet 
paper holder (made by Steiner Plastics, Glen Cove, 
N.Y.). Eating utensils may be modified by enlarging 
or extending the handle or by combining the knife 
and fork functions as one item. A leather palm piece 
with a clamp may be used to attach eating utensils 
where grasp is absent. Undressing is usually easier 
than dressing, thus training should commence with 
this activity. Loose fitting clothing, possibly stretch- 
able materials as cotton jersey, is recommended. Tape 
or leather loops on lower garments or on the top edge 
of the heel in shoes can help in clothing activities. 
Elastic materials or zippers on garments and shoes 
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require less coordination and are easier to use. Pre- 
rolling of stockings and the use of a Stocking-Put-On- 
Device (Rehabilitation Services, Binghamton, N.Y.) 
may occasionally be of value. Clip-on accessories can 
complete the appearance. 


AMBULATION 


Patients need rarely remain be:'fast. The major ob- 
stacle may be transference. Hydraulic lifters, grab bars, 
sliding boards or a trapeze often help. Canes, crutches, 
bars, railings, walkers, wheelchairs, hand-propelled 
stretchers, ramps over stairs and door adjustments 
may be needed and must be modified to meet each 
patient’s requirements. The criteria in the training 
program are good posture, whether in repose or other 
positions. Patients must receive instructions in proper 
falling and getting up, as well as training in balance 
and regaining of balance progressing from the sitting 
position to the standing position. Parallel bars, walkers, 
or two chairs or kitchen tables may serve as supports. 
Mirrors and minimal gym clothing are of value, per- 
mitting self-observation. Stabilization by braces may 
extend from the ankle to the neck. In lower extremity 
spasticity, lifts on the involved side may reduce clonus, 
or assist in clearing the floor when placed on the nor- 
mal lower extremity. Short leg braces stabilize the 
ankle and may be modified with leather straps to cor- 
rect inversion or eversion. Long leg braces with a 
pelvic band may correct adduction and malrotation 
of the hip. Prostheses can replace amputated regions. 
Stump care must be adequate. Preliminary training 
and evaluation may proceed by use of plaster of Paris 
or other temporary devices. It must be re-emphasized 
that before ambulation is attempted, the patient should 
be able to regain his balance upon being pushed from 
various directions. This will allay the fear of falling 
and will speed ambulation, since walking is the loss 
and regaining of balance. In optimal circumstances, 
automobiles may be modified to permit additional 
freedom in getting about. 


SPEECH AND COMMUNICATION 


There is no greater frustration and feeling of isola- 
tion than the inability “to be with fellow man.” Every 
effort must therefore be made to make “contact” by 
any or all means. The process is a long and tedious 
one. A “basic needs” vocabulary in the spheres of 
feeding, toiletry, clothing and body regions is the 
preliminary program. Charts indicating these basic 
needs may be prepared and referred to initially. The 
use of simple common-usage words is encouraged next. 
Items and materials of particular interest to the pa- 
tient are preferred. Noun-verb associations and their 
appropriate use are attempted subsequently. 
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The patient’s cortical integrative mechanism may be 
influenced by exposure to any or all of the stimuli 
involved in communication. The impact may be visual, 
auditory, oral, tactile, proprioceptive and motor as in 
writing. Pictures and demonstrations as well as pa- 
tient performance in activities illustrating the meaning 
or the uses of words may be beneficial. The possibility 
of potentiation by multiple simultaneous stimulation, 
though insufficiently evaluated, may be tried. 

Speaking, writing, typing or any other method in 
communication best suited for the patient entails a 
long period of training by repetition, without frustra- 
tion or perseveration. 


PsYCHOSOCIAL REINTEGRATION 


Physical handicaps and their concomitant psycho- 
social effects influence residual capacities, motivation, 
effectiveness of therapy, personality, family relation- 
ships, socialization and work. This disruption in the 
family life, work life and social life rarely requires the 
services of psychiatrists. It should be the responsi- 
bility of the family physician to explain to the family, 
and to a variable extent to the patient, the nature of 
the illness, the outlook, prognosis, plan of therapy 
and the realistic goals. Dwelling upon the untapped 
residual capacities rather than on the incapacities, the 
physician should give frequent reassurance and en- 
couragement. Counseling is that rapport wherein the 
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Figures 2a and 2b. Hospital bed positioner with patient control. 
Such devices may greatly increase self-care activities in bedridden 


patient and the family feel free to express themselves 
fully. They thus gain self-confidence, understanding, 
insight and a clearer view of the potentials and limita- 
tions. Clergymen, social service and other community 
agencies should be more frequently utilized. Group 
activities, visitations, church, neighborhood or golden 
age clubs frequently have beneficial effects. An ap- 
pearance of normalcy is to be encouraged. 


OccuUPATION AND AVOCATION 


The crowning achievement in a rehabilitation pro- 
gram is work. Work activities depend not only upon 
the motor capacities but also upon cortical functions 
such as personality and intelligence, as well as fac- 
tors such as interests and previous experiences. There 
is no one best job for any disabled person. Decisions 
should not be made hastily. Activities may be avo- 
cational, household or vocational. 

Hobbies, homebound work or self-employment may 
be possible. Transportation can occasionally be ar- 
ranged. The various State Departments of Vocational 
Rehabilitation, Goodwill Industries and other com- 
munity agencies may be helpful. “New Hope for the 
Disabled.” VR-ISC-13, and “Small Business Enter- 
prises for the Severely Handicapped,” Rehab. Serv. 
Series #320, as well as other informatien and data on 
employment possibilities, are available from the United 
States Department of Health, Education and Welfare. 
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The Effect of Diuretics 
as Antihypertensive Agents 


RALPH V. FORD, M.D., 
ALLEN C. BULLOCK, M.D., 


AND J.B. ROCHELLE, i!l!, M.D. 


Departments of Medicine and Pharmacology, 
Baylor University College of Medicine 
and the Medical Service of the Veterans Administration Hospital, 
Houston, Texas 


THE WIDENING USE of diuretics (ranging from pre- 
menstrual syndrome to congestive heart failure) now 
has been extended to include the therapy of hyperten- 
sion. This, perhaps, serves to emphasize the important 
role of sodium in normal and abnormal physiology. 
Previous data on the use of diuretics in hypertension 
deal mainly with chlorothiazide. The purpose of this 
paper is to emphasize the important role of sodium loss 
in the treatment of hypertension and the fact that 
diuretics other than chlorothiazide may produce simi- 
lar additive therapeutic effects when given in combina- 
tion with antihypertensive agents. 


Materials and Methods 
A. Observations on Chlorothiazde. One-hundred fif- 


teen patients (approximately one-half hospital clinic 
patients and one-half private patients) with moderate 
to severe hypertension were the subjects of this study. 
: Observations of blood pressure and weight were made 
a at weekly intervals with averages taken at three, six and 
an 12 weeks. Fifteen patients were maintained on chloro- 
thiazide (Diuril) alone, 500 mg. twice daily orally. Fifty 
patients received chlorothiazide orally, 500 mg. twice 
daily, in combination with rauwolfia (either Raudixin 
or Rauwiloid), and the remaining 50 patients received 
chlorothiazide, 500 mg. twice daily orally, plus rau- 
wolfia and mecamylamine (Inversine), a ganglionic- 
blocking agent. The last two groups of patients had 
been treated and controlled somewhat less than ade- 
quately with either rauwolfia alone or rauwolfia in com- 
bination with mecamylamine, for at least three months 
before chlorothiazide was added. The dose of meca- 
mylamine was adjusted at weekly intervals to prevent 
signs and symptoms of excessive ganglionic blockade 
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(syncope, constipation, dry mouth, marked orthostatic 
reduction in blood pressure). 

B. Observations on Chlorazanil (Daquin), Amanozin: 
and Mercaptomerin (Thiomerin). Ten patients in eac!) 
group (total 50) with moderate to severe hypertension 
who had been under therapy with either rauwolfia 
alone or in combination with mecamylamine for at 
least three months, were the subjects of this study. 
Observations of blood pressure and weight made at 
weekly intervals for seven weeks consisted of three 
weeks control, three weeks drug and one week post 
drug. Ten patients received chlorazanil, 150 mg. twice 
daily orally, in addition to previous maintenance 
therapy with rauwolfia and mecamylamine. Chlorazanil, 
150 mg. twice daily orally, plus previous maintenance 
therapy of rauwolfia (alone) were given to the second 
group of patients. The third group received amanozine, 
150 mg. twice daily orally, in conjunction with previ- 
ous maintenance therapy of rauwolfia and mecamyla- 
mine. The fourth group received mercaptomerin, | cc. 
subcutaneously daily, plus previous maintenance 
therapy of rauwolfia, and the remaining group received 
only mercaptomerin, | cc. subcutaneously daily. 


Results 


A. The results in Table 1 demonstrate the effect of 
chlorothiazide alone on blood pressure and weight. 
The upright mean blood pressure was reduced signifi- 
cantly after three weeks of therapy and remained sig- 
nificant throughout the study. There was also a com- 
parable decrease in weight. 

The additive hypotensive effect of chlorothiazide on 
patients receiving antihypertensive therapy consisting 
of rauwolfia and those patients receiving rauwolfia and 
mecamylamine, are depicted in Tables 2 and 3. Again, 
there isa significant blood pressure and weight response 
in all three periods. 

Correlation of body weight changes and the changes 
in blood pressure (50 patients) associated with chloro- 
thiazide addition to rauwolfia antihypertensive therapy 
is demonstrated in Table 4. Fifty-one per cent of these 
patients showed a decrease in blood pressure without 
weight gain. A small group (13 per cent) demonstrated 
a decrease in blood pressure with an increase in weight 
which we are unable to explain at this time. 

Table.4 also depicts the correlation of body weight 
changes and the changes in blood pressure associated 
with chlorothiazide addition to rauwolfia plus meca- 
mylamine antihypertensive therapy. Here again, the 
largest group (46 per cent) of patients demonstrated a 
decrease in blood pressure with no change or a loss in 
body weight. It is to be noted that in this group also, 
there was a small group (15 per cent) who exhibited a 
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THE EFFECT OF CHLOROTHIAZIDE (ALONE), 506 MO. TWICE DAILY ORALLY, 
AS AN ANTIWMYPERTENSIVE AGENT (Average Values for 15 Patients) 


Standing P Valuc¥® Weight (lbs.) P Value 


MBP = Mean blood pressure = diastolic plus 44 pulse pressure. 
* D:; =Values after 3, 6 and 12 weeks of therapy. 

¥F P Value derived from Students “t” Test applied to the standing mean blood pressure between the drug periods and 
the control. 


Table 1. 
THE EFFECT OF CHLOROTHIAZIDE, 500 MG. TWICE DAILY ORALLY, 
IN AUGMENTING THE ANTIHYPERTENSIVE EFFECY OF RAUWOLFIA (Average Values for 50 Patients) 
3 Lying Standing Value Weight (lbs.) Value 

D, 163 154 159 

D: 154 147 158 <.01 
112 108 <.001 
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THE EFFECT OF CHLOROTHIAZIDE, 500 MG. TWICE DAILY ORALLY, 
TN AUGMENTING THE ANTIHYPERTENSIVE EFFECT 
OF RAUWOLFIA AND MECAMYLAMINE (Average of 50 Patients) 


P Value ‘Weight (lbs.) 


Syttolic 
Diastolic ! 162 


Systolic 
Diastolic 


<> See Tile ¥ for Legends. 


CORRELATION OF BODY WEIGHT CHANGES AND THE CHANGES 
IN BLOOD PRESSURE ASSOCIATED WITH CHLOROTHIAZIDE ADDITION 
TO A PREVIOUS ANTIHYPERTENSIVE REGIME 


Chlorothiande and Rauwolfia Chlorothiaride—Rauwolfia—Mecamylamine 


Number of Number of 
Patient Observations Per cent Patient Observations - Per cent 


Increase in Blood Pressure and 
Weight Gain 
Increase in Blood Pressure Without 


Decrease in Blood Pressure and 
Weight Gain 
Decrease in Blood Pressure Without 


No Change in Blood Pressure and 

Weigh Gain 

No Change in Blood Pressure With- 

out Weight Gain 31 21 


150 100 


| 
| 
Lying Standing 4 
: Control 
D; 173 142 
~ 
Table 3. 
>. "Weight 12 8 17 
Weight Gai 77 51 69 46 
7 
24 
Total Number of Observations =150 (50 patients observed in 3 drug periods) 
er Table 4. 
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ON BLOOD PRESSURE AND BODY WEIGHT IN HYPERTENSIVE PATIENTS 
PUN CTIVELY TREATED WITH DIURETIC AGENTS FOR THREE WEEKS by 
yruge Values for 10 Pakents in Each Group) 44 
BLOOD PRESSURE BODY WEIGHT 
Contral Drug Post Drug 
Recumbent Standing Recumbent Standing ° Recumbent Standing * 
D D D Ss D s D 
Chlorazinil 150 mg. Twice Daily Orally Plus Rauwolfia and Mecamylamine oF 
SE pcan, Oe ee 199 108 180 98 194 107 170 92 200 108 180 100 173 172 173 
138 132 136 118 139 127 
Chlorazinil 150 mg. Twice Daily Orally Plus Rauwolfia (alone) bi 
Eee 190 100 180 98 184 98 180 88 190 98 180 100 173 172 173 
130 125 127 119 129 127 
NS NS <.05 
D=Diastolic 
D= Drug 
=Post Drug 
Table 1 for Other Legends 
HERFFECT ON BLOOD PRESSURE AND BODY WEIGHT IN HYPERTENSIVE PATIENTS 5 
DIUNCTIVELY TREATED WITH DIURETIC AGENTS FOR THREES WEEKS 
lwerage Values for 10 Patients in Each Group) . 
BLOOD PRESSURE BODY WEIGHT 
Recumbent Standing Recumbent Standing Recumbent =—_Standing 
Amanozine 150 mg. Twice Daily Orally Plus Rauwolfia and Mecamylamine : 
19 110 % 1194 108 150 TIS): 108 14 
on BP. 138 119 137 110 139 126 ba 
NS NS N 
Systolic  D=Diastolic 
BeControl 
Drug 
[ED = Post Drug 
Table 1 for Other Legends a 
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i BME EFFECT ON BLOOD PRESSURE AND BODY WEIGHT IN HYPERTENSIVE PATIENTS 
OIUNCTIVELY TREATED WITH DIVURECTIC AGENTS FOR THREE WEEKS 


Average Values for 10 Patients in Each Group) 


BLOOD PRESSURE BODY Wiicur 


Control Drug Post Drig Ct* 


Recumbent Standing Recumbent Standing Recumbent Standing 


S* D § D 5 D § D § D § D 


Mercaptomerin 1 cc. Subcutaneously Daiiy Plus Rauwelfia 

BTR tale: vs Acorn 183 118 172 105 167 98 158 86 181 114 170 100 168 165 168 
140 130 12] 110 137 123 


Mercaptomerin I cc. Subcutaneously Daily (alone) 

eos aay ei 174 110 172 112 163 100 156 96 170 110 170 110 172 170 172 

<.01 NS <.01 iS 


*C=Control 
**D = Drug 
***PD=Post Drug 

ee Table 1 for Other Legends 


decrease in blood pressure but ironically gained weight. 


B. The effect on blood pressure and body weight in 

THE CORRELATION OF NATRIURETIC < hypertensive patients treated with chlorazanil in ad- 
AND ANTINYPERTENSIVE POTENCIES : dition to rauwolfia and mecamylamine is evidenced in 
GF VARIOUS DIURETIC AGENCIES é Table 5-A. There was a noted significant reduction in 
(i COMBINATION WITH RAUWOLFIA) : upright mean blood pressure and reduction in body 


weight when chlorazanil was added. 

Table 5-A (chlorazanil plus rauwolfia) and Table 5-B 
(amanozine plus rauwolfia and mecamylamine) depict 
a slight decrease in upright mean blood pressure and 
slight weight loss when these diuretic agents were 
added to the antihypertensive regimen, but this is not 
statistically significant (perhaps due to the smaller 
number of trials). 

When mercaptomerin plus rauwolfia, and mercapto- 
merin alone (Table 5-C), were given, there was a sig- 
nificant decrease in upright mean blood pressure and a 
decrease in body weight. 


increase in Sodium (mEq.) excretion per 24 hours. . 


Up to the present, workers have confined the use of 
; diuretics as adjunctive agents in hypertensive therapy 
‘ ’ to chlorothiazide. Results of this study indicate that 


other diuretic agents when used as an additive factor in 
hypertensive therapy can produce similar hypotensive 
effects (Figure 1). Data on ability of the various di- 
uretic agents to produce an increased excretion of 
urinary sodium are derived from previously reported 
She ade ens tet studies. The data of Figure 1 demonstrate the corre- 

_ lation of the natriuretic potencies with the antihyper- 
tensive potencies of these various diuretic agents. 
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Most problem cases in this category concern granulo- 
cytic reactions. Blood basophilia, splenomegaly, ele- 
vation of white count above 50,000, blast cells in the 
peripheral smear, and low levels of alkaline phos- 
phatase in white cells are in favor of leukemia. An 
underlying disease known to produce leukemoid re- 
actions, the absence of splenomegaly, and the presence 
of high levels of white cell alkaline phosphatase favor 
a diagnosis of leukemoid reaction. 


Leukemia 
or Leukemoid Reaction: 


A Problem 
in Differential Diagnosis 


PAUL R. McCURDY, M.D. 


Department of Medicine 

Georgetown University School of Medicine 
and Georgetown Medical Division 

D. C. General Hospital 

Washington, D.C. 


LEUKEMIA is a universally fatal disease demanding po- 
tentially dangerous treatment. Leukemoid reactions 
may occur under many circumstances, and it is the 
underlying disease that calls for attention. The dif- 
ferential diagnosis may be difficult. 

It has been my practice to assign a discussion of this 
differential diagnosis to certain third-year medical stu- 
dents. Almost inevitable confusion starts with their 
attempt to define a “leukemoid reaction,” and con- 
tinues through a rather fruitless search of the available 
textbooks and literature for some clearly stated princi- 
ples by which to proceed. It is the purpose of this 
paper to enumerate and discuss a few such principles, 
illustrating them by examples culled from experience 
at D. C. General Hospital. 

The definition of a leukemoid reaction is difficult. 
Wintrobe, in general, avoids the issue by describing 
the various types and circumstances. Davidsohn de- 
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fines it as a “blood picture resembling leukemia but 
proved not to be leukemia.” This definition is pre- 
ferred, although the application of such a broad defini- 
tion to the individual case will vary with the experience 
and clinical acumen of the physician. The astute ob- 
server will readily penetrate a superficial resemblance 
and may elect to diagnose the underlying disease with- 
out mention of the white cell reaction. In some cases, 
however, it may not be possible to differentiate leu- 
kemia from a leukemoid reaction even at post-mortem 
examination. 


Differential Diagnosis 


Granulocytic leukemoid reactions are probably the 
most common. This discussion will be primarily con- 
cerned with their differential diagnosis with brief com- 
ments on other types of leukemoid reactions. Table 1 
summarizes some useful “rules of thumb.” 


MAGNITUDE OF LEUKOCYTOSIS 


The magnitude of the leukocytosis is probably the 
least reliable of the criteria. The higher the white count 
over 50,000, the greater is the likelihood of leukemia. 
One of the case reports (to follow) illustrates how the 
white cell count may lead one to an erroneous diag- 
nosis. The character of the white cell response is more 
important than the magnitude. 


Forms 
If blasts are found in the peripheral blood, the diag- 


nosis of leukemia is more firmly based. In my experi- 
ence, blasts are uncommon in leukemoid reactions, 
although they have been reported. It is important that 
a careful search be made, preferably by a physician 
clinically involved in the case rather than by a techni- 
cian. It is well to cultivate the technique of scanning a 
wide area under low power, focusing down with the oil 
immersion upon any suspicious appearing cells. Cer- 
tainly, it is frequent that in leukemia the blast per- 
centage will be so low that their inclusion in a routinely 
done differential count will be unlikely. 


EOSINOPHILS AND BASOPHILS 


Eosinophils and basophils are often increased in leu- 
kemia. The former may be increased in many condi- 
tions, but chronic granulocytic leukemia is the most 
likely diagnosis when there is an increase in the ab- 
solute number of basophils. Another interesting sign, 
extremely suggestive of leukemia when found, is the 
“confused” cell containing both eosinophilic and baso- 
philic granules. This cell must be carefully distin- 
guished from the eosinophil with “toxic” or azurophilic 
granules. 
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PRINCIPLES FOR DIFFERENTIAL DIAGNOSIS 
OF GRANULOCYTIC LEUEEMOID REACTION 
AND CHRONIC GRANULOCYTIC LEUKEMIA 


Finding 


Likely Diagnosis 

Increased basophils ..... leukemia 
“Confused” cells with both es and 

Alkaline phosphatase of ica high . Jeukemoid reaction 

Alkaline phosphatase granulocytes, low............... leukemia 


oy CAUSES OF LEUKEMOID REACTION 


. Disseminated tuberculosis 
2. Severe overwhelming sepsis 


. Chronic liver disease, usually with acute exacerbation or with 
infection 


4. Tissue necrosis, poisons, burns, trauma 

5,. Carcincma, especially with bone marrow metastasis 
6. Lymphoma, especially Hodgkin's disease 

Severe hemorrhage or hemolysis 


PLATELET COUNT 


The platelet count is often increased early and de- 
creased late in the course of granulocytic leukemia. 
Anemia may also be seen with many of the underlying 
diseases that cause leukemoid reactions, as well as in 
leukemia. The hematocrit is often elevated early in the 
| course of granulocytic leukemia. The hematocrit and 
| the platelet count are not helpful in the differential 


diagnosis. 

The bone marrow is seldom of aid in the case of 
granulocytic leukemoid reactions. In general, the 
findings related above for peripheral blood are also 


seen in the marrow. The degree of immaturity in the 


122 


two conditions often overlaps more in the marrow 
than in the peripheral blood, thus reducing the amount 
of differential diagnostic help available. It is necessary, 
however, to obtain a bone marrow to serve as a baseline 
for later changes during treatment. It is fair to state 
that these findings rarely confuse the differential diag- 
nosis. 


ALKALINE PHOSPHATASE TEST 


Alkaline phosphatase determinations in the white 
cells differentiate leukemia from leukemoid reactions 
with remarkable accuracy. This enzyme may be stained 
by histochemical techniques applied to bone marrow 
and peripheral blood smears, or it may be determined 
chemically on preparations of buffy coat separated 
from peripheral blood. 

In leukemia the white cell alkaline phosphatase is 
very low. On the smear there are few positively staining 
cells and these are usually weakly positive. In leuke- 
moid reactions, the reverse is true (Figure 1). Al- 
though occasional patients appear not to be in accord 
with this general rule, the determination of leukocyte 
alkaline phosphatase is probably sufficiently reliable 
for clinical use in puzzling situations. It is to be ex- 
pected that more laboratories will make this useful 
technique available in the future. 


CLINICAL EXAMINATION 


Clinical examination is indispensable to the practice 
of hematology. I have not seen an example of chronic 
granulocytic leukemia without an enlarged and palpa- 
ble spleen. Cases without splenomegaly are extremely 
rare, and absence of a palpably enlarged spleen is 
strongly against leukemia. Since some of the diseases 
underlying leukemoid reactions, such as liver disease, 
lvmphomas, and tuberculosis may produce spleno- 
megaly, the converse is not true. Some of the largest 
spleens are seen in chronic granulocytic leukemia, so 
that the larger this organ, other things being equa., 
the more likely it is that the patient has leukemia. 

Table 2 lists some of the diseases that have been 
known to produce leukemoid reactions. The dis- 
covery of such a disease is extremely important in the 
diagnosis of a leukemoid reaction. Whether such a 
reaction results from one of these disorders is probably 
dependent upon host factors. In the presence of one of 
these diseases, any diagnosis of leukemia should be 
made with care and based upon substantial evidence. 


Other Considerations 


All of the above tools may not be sufficient to make 
a positive diagnosis. Since leukemia is best treated 
with potent and toxic drugs or with irradiation, it is 
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wise to continue to observe the patient, using sympto- 
matic treatment, until it is possible to make a positive 
diagnosis. 

White cell reactions resembling acute leukemia are 
uncommon. In acute leukemia the bone marrow 
ordinarily contains sufficient blasts and other ex- 
tremely immature cells so that the diagnosis does not 
remain in doubt. In acute granulocytic leukemia, little 
red rod-like structures resembling acid-fast bacilli 
(Auer rods) may appear in the cytoplasm and are con- 
sidered pathognomonic if seen (Figure 2). Infectious 
mononucleosis may occasionally suggest acute or sub- 
acute lymphocytic leukemia. The single, most out- 
standing characteristic of infectious mononucleosis in 
the peripheral blood is the pleomorphism of the ab- 
normal lymphocytes seen. The bone marrow is usually 
normal or nearly so. 

Leukemoid reactions of the chronic lymphocytic 
type are also uncommon. In general, this differential 
diagnosis is made with many of the same criteria as 
with chronic granulocytic leukemia. Discovery of an 
underlying disease is of first importance. In contra- 
distinction to the granulocytic problem, the bone 
marrow is of considerable help, since in leukemia it is 
usually distinctly infiltrated with lymphocytes. Lymph- 
adenopathy tends to be prominent in leukemia, al- 
though splenomegaly is not as constant as with the 
granulocytic form. The alkaline phosphatase reaction 
is of no value, and of course, abnormal granulocytes 
are not seen. Clinical observation of the course may be 
necessary before a final decision can be made. 

I have seen several patients with a carcinoma and 
chronic lymphocytic leukemia. The leukemia picture 
and clinical course have been indistinguishable from 
that unassociated with carcinoma so that it is likely that 


Figure 1. An abundance of alkaline phosphatase in white blood 
cells is demonstrated by the bright red staining. 
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the two diseases coexist. Since the etiology of each is 
unknown, a final decision as to this matter must await 
further work. Infectious lymphocytosis and pertussis 
in childhood may produce a marked increase in 
mature lymphocytes suggesting chronic lymphocytic 
leukemia. Childhood leukemia is almost invariably 
acute, and this knowledge, plus the proper diagnosis 
of the underlying disorder, serve to make the proper 
differentiation. 

Leukemoid reactions of other white cell types are so 
uncommon they warrant little consideration here. 
Suffice it to say, the bone marrow is sufficiently ab- 
normal so that the diagnosis is usually clear. Oc- 
casionally, again, a period of clinical observation may 
be necessary for the discovery of the cause for a leu- 
kemoid reaction. 


Illustrative Cases 
Case 1 


J. G., a 46-year-old Negro male, was admitted to the 
hospital with a two-week history of cough, 15-pound 
weight loss and vague right anterior chest pain. On 
physical examination he was febrile, appeared chron- 
ically ill, had evidence of right upper lobe consolida- 
tion with rales, and had an enlarged liver. On x-ray 
examination, enlarged nodes in the right paratracheal 
and right hilar areas were found along with infiltrate 
in the right upper lobe. Extensive investigation, in- 
cluding four examinations of sputa for malignant cells, 
a liver biopsy and studies for acid-fast bacilli, was un- 
productive of a diagnosis. 

On admission, his white cell count was 18,300 and 
his hematocrit was 3] per cent. Over the ensuing two 
months the hematocrit drifted slowly downward, 


Figure 2. A typical Auer body is seen in the cytoplasm of a myelog- 
enous leukemia cell. 
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reaching a low of 22 per cent in mid-January. The 
white cell count fluctuated between 12,000 and 23,000 
for about a month; then it began to rise progressively 
to 36,000 and 74,000 where it remained for over two 
weeks. At this time, a rare blast and increased numbers 
of platelets were found in the peripheral blood, in ad- 
dition to a predominance of mature neutrophils and 
bands. The bone marrow was hypercellular with a 
moderate shift to immaturity in the granulocytic 
series. The spleen was never palpably enlarged. Fin- 
ally, an open surgical biopsy of the right lung was per- 
formed and anaplastic carcinoma was found, probably 
primary in the lung. 

Comment. In favor of leukemia in this case are the 
magnitude of the white cell response and the presence 
of an occasional blast in the peripheral smear. The ap- 
parent increase in platelets has been described in 
chronic granulocytic leukemia. It was the absence of a 
palpable spleen and the presence of underlying car- 
cinoma that prompted the diagnosis of a leukemoid 
reaction. 


Case 2 


C. G., a 40-year-old Negro male, was first seen at 
Georgetown University Hospital in October, 1956, 
with splenomegaly, hepatomegaly, a white cell count 
of 18,000 and 3 per cent blasts in the peripheral 
smear. He was then lost to follow-up until April, 1958, 
when he was seen in the Outpatient Department of 
D. C. General Hospital because of abdominal pain. 
Hepatosplenomegaly was again noted. The white cell 
count was 150,000. Occasional blast cells, a few pro- 
granulocytes and larger numbers of more mature 
granulocytes were seen in the peripheral smear. 
Basophils were increased and a few cells with both 
eosinophilic and basophilic granules were seen. 
Platelets were unremarkable. His leukemia was very 
difficult to control with oral P-32 and he developed re- 
fractory congestive failure. At the time of writing, he 
was getting slowly worse, with counts fluctuating be- 
tween a low of 20,000 and a high of 220,000, depending 
upon response to therapy. 

Comment. The magnitude of the white cell response, 
the presence of hepatosplenomegaly, blasts and pro- 
granulocytes in the peripheral smear, the increase in 
basophils and the presence of a few “confused” 
eosinophils with basophilic granules, all combined to 
make the diagnosis of granulocytic leukemia quite 
easy in this case. 


Case 3 


G. F., a 42-year-old Negro female with chronic al- 
coholism, was admitted because of epistaxis, abdominal 
soreness, nausea, vomiting and jaundice. She had 
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ascites, an enlarged liver, and a questionably enlarge: 
spleen. She became progressively more lethargic anc 
lapsed into hepatic coma. When given oral neomyci:: 
and parenteral hydrocortisone, she gradually became 
more alert. Her admission white cell count was 20,000 
which increased progressively to over 50,000 two days 
after steroids had been started. The bone marrow was 
hypercellular with granulocytic hyperplasia. At the 
time of writing, she was not in a hepatic coma, but in a 
precarious clinical condition. Her white cell count 
fell to 25,000 as she improved. 

Comment. The magnitude of the white cell response 
might suggest leukemia, but the absence of blasts or 
progranulocytes in the peripheral smear, the absence 
of distinct splenomegaly, and the presence of the 
severe underlying disorder make it relatively easy to 
make the.diagnosis of a leukemoid reaction. In this 
patient, moreover, many would not find sufficient 
findings in favor of leukemia even to make mention of a 
leukemoid reaction. 


CasE 4 


M. B., a 54-year-old Negro female, was admitted be- 
cause of diabetes mellitus and renal disease. There was 
evidence for generalized arteriosclerosis, and she had 
been digitalized because of arteriosclerotic heart dis- 
ease. She had degenerative arthritis. An almost in- 
cidental finding was a white cell count of 35,000. On 
careful search of the peripheral smear, an occasional 
blast cell was found. Eosinophils and basophils were 
increased but no “confused” cells were seen. The bone 
marrow was hypercellular with changes reflected in 
the peripheral blood described above. The spleen was 
palpable about two fingerbreadths below the costal 
margin. An alkaline phosphatase histochemical reac- 
tion on a peripheral smear revealed very few weakly 
positive cells. A diagnosis of leukemia was made and 
the patient placed on therapy with oral P-32, respond- 
ing satisfactorily to date. 

Comment. Blasts in the peripheral blood, increased 
basophils, and splenomegaly indicated leukemia in 
this elderly Negress, and her course has borne out the 
accuracy of this diagnosis. Although underlying renal 
disease, arteriosclerosis and diabetes were present. 
there was nothing acute to which to ascribe a leuke- 
moid reaction. The alkaline phosphatase reaction on 
the smear confirmed the diagnosis. 


Case 5 


R. O., a 50-year-old Negro male was admitted be- 
cause of weakness, pallor and weight loss. An ex- 
haustive evaluation of the patient for tuberculosis. 
systemic mycosis, malignancy and pyogenic infection 
was negative. On serial chest x-ray examinations, an 
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enlarging left hilar mass was noted. On microscopic sec- 
tions of nodes and lung obtained at open thora- 
cotomy, reactive hyperplasia and a histoplasmoma, 
respectively, were observed. 

Abnormal immature cells were present on numerous 
occasions in the peripheral blood, although no definite 
blast cells were ever seen. Bone marrow on repeated 
examination was always hypercellular with a marked 
increase and shift to immaturity in the granulocytic 
series. Plasma cells were increased. The patient’s 
white count fluctuated between 15,000 and 25,000 
until terminally it rose to 35,000. His peripheral smear 
was stained histochemically for alkaline phosphatase 
and many strongly positive cells were seen. At post- 
mortem examination, a bronchogenic carcinoma was 
found. 

Comment. Prolonged elevation of white count 
coupled with the atypical cells in the peripheral blood 
suggested leukemia in this man, although the absence 
of splenomegaly and the alkaline phosphatase reaction 
of peripheral white cells were strongly against that 
diagnosis. It was not until post-mortem examination 
that the underlying disease responsible for his ab- 
normal white cell response was found, further sub- 
stantiating the clinical impression of leukemoid reac- 
tion. 


Case 6 


J. S., a 49-year-old Negro male, was admitted to 
D. C. General Hospital because of weight loss, night 
sweats, and cough. At an outside hospital he had been 
treated for congestive failure of unknown etiology. One 
year prior to admission, bone marrow and lymph node 
biopsies were considered compatible with Hand- 
Schuller-Christian syndrome. For four years he had 
occasional convulsive seizures, possibly posttraumatic. 
On examination there were hepatosplenomegaly and 
a few scattered, minimally enlarged lymph nodes. He 
appeared much older than his stated age. 

The patient’s white count averaged about 3,000. 
The smear always contained 50 to 70 per cent lympho- 
cytes. His hematocrit remained between 20 and 25 per 


cent. Bone marrow from several sites contained in- 
creased numbers of lymphocytes. Extensive work-up 
for tuberculosis, systemic mycosis and malignancy was 
negative. Lymph node biopsies contained reactive 
hyperplasia. On biopsy the liver was found to have 
some infiltration with lymphocytes. Splenic aspiration 
was 2bnormal, but probably not typical of lymphocytic 
leukemia. Skin biopsies contained multiple abscesses. 
Tuberculin tests were repeatedly negative. Blood 
cultures were intermittently positive, but the organ- 
isms were originally considered contaminants. 

The patient’s course was gradually downward. He 
had episodes of spiking fever which responded to short 
courses of antibiotics. Three months after admission, 
for the first time, an aortic diastolic murmur was heard. 
The diagnosis of subacute bacterial endocarditis was 
made and therapy started. A Hufnagel aortic valve 
prosthesis was inserted because of the rapid develop- 
ment of free aortic regurgitation. The patient did well 
until the eleventh postoperative day, when he de- 
veloped cerebral emboli. He quietly expired on the 
thirteenth postoperative day. 

Comment. Although there were many features sug- 
gesting lymphocytic leukemia in this patient, it is be- 
lieved that in the presence of the chronic indolent 
subacute bacterial endocarditis, a disease known to 
produce occasional leukemoid reactions, this man 
probably represents an example of the rare lymphocy- 
tic leukemoid reaction. There is a possibility that the 
two diseases coexisted. 

In each of the patients with leukemoid reactions, 
disseminated tuberculosis was strongly considered in 
the differential diagnosis of the underlying disease. 
Although none of these examples proved to have 
tuberculosis, this disease often produces bizarre blood 
pictures, leukemoid and nonleukemoid. Indeed the 
more unusual the blood picture, the more one should 
consider disseminated tuberculosis in the differential 
diagnosis. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


Hypofibrinogenemia 


DURING RECENT YEARS it has been determined that a defect 
in the coagulation mechanism may infrequently develop in 
late pregnancy and the intrapartum and immediate post- 
partum period. Because of its low incidence in comparison 
to the number of deliveries, the syndrome of hypofibrino- 
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genemia is sometimes disregarded until the patient is in 
the terminal stage of hemorrhagic shock. The syndrome, if 
undetected and untreated, may constitute the difference 
between whether the patient survives or dies from uncon- 
trolled uterine hemorrhage.—Duncan E. Re, ™.D., 
Cuartes C. Rosy, and Atsert E. WEINER, M.D., 
J.A.M.A., 161:1244, 1956. 
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Once the diagnosis of multiple sclerosis ts made— 

and it may be difficult to make—foresight is the physician’s mainstay 
in the management of the patient. From the outset, fear, anxiety 
and the development of dependence must be avoided. 

Frequent, unhurried discussion with both patient and family 

will go a long way. Re-evaluation of the patient’s capacities, 

at intervals, will reduce both physical and emotional disability. 


KATHRYN J. McMORROW, M.D. 
Michigan Multiple Sclerosis Center 


Detroit, Michigan 


Management of Multiple Sclerosis in General Practice 


THIS COMMON CRIPPLER of young men and women is as 
much a challenge to the family counselor as it is to the 
researcher in his laboratory. Early diagnosis is difficult 
and is often missed. The common early complaint of 
general fatigue in the absence of other physical findings 
allows the patient with multiple sclerosis to be labeled 
a neurotic. Paresthesias, clumsiness and double vision 
that generally clear may confirm this impression. A 
high index of suspicion should be developed for multi- 
ple sclerosis, especially in the Great Lakes area where 
it is seven a more prevalent than in other parts of 
the country. | 


Advising Patient and Family 


As soon as the diagnosis of multiple sclerosis has 
been confirmed by a competent specialist, a decision 
must be made either to tell the patient or to withhold 
the information. This is a matter of judgment. Usually 
it is best to tell the patient the diagnosis. 

A time should be set aside to discuss with the pa- 
tient and his family the role that the family physician 
is prepared to play. It is imperative to impress upon 
the patient and his family that there is no known cause 
and no accepted cure. They must realize that there can 
be disability, and that the family physician is prepared 
to deal with it as it arises. A negative attitude by the 
physician toward his patient may trigger off a series of 
long expensive odysseys for cure. 

For the first several months, the physician must be 
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prepared to answer numerous questions. The patient 
will begin to discuss and to read about multiple sclero- 
sis. It is helpful to discuss these problems with the 
patient and his family. Misrepresentation and mis- 
information must be avoided. Hidden fears and anxi- 
eties must be brought out into the open and resolved. 
It is tragic to tell a patient to live with his disease with- 
out providing positive suggestions for him to follow. 
During this period of adjustment, the wheelchair looms 
large in the patient’s imagination. It often haunts the 
physician himself. A listening ear and honest reassur- 
ance can do much to adjust the patient to this chronic 
illness. 


Physical and Emotional Rest 


Fatigue is the chief limiting factor in the patient’s 
activities. The family as well as the patient must under- 
stand the wisdom of an energy budget. ‘The patient 
should be consulted concerning which activities may 
require curtailment. The methods of marketing, house 
cleaning and care of children are a few of the common 
adjustments faced by the family. Family service coun- 
seling can prove a valuable adjunct to management. 
A referral by the physician to such a service in the 
community generally proves highly acceptable to the 
patient and the family. In addition, an occasional two 
or three days rest in the hospital insures against stress 
of increasing physical fatigue. 

Emotional fatigue is another story. The depressed 
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multiple sclerosis patient must be handled in a dif- 
ferent way from the obsessive compulsive patient. 
These emotional factors do serve to enhance the under- 


lying physical fatigue. 


Neurologic Deficits 


Visual problems have to be faced; some patients be- 


come blind. Some patients will enjoy talking books. 


Some will become eligible for Aid to the Blind¢ The 
extra tax exemption for blindness is a welcome financial 
relief to most families. Hobbies that do not rely on 
vision should be cultivated early, for no one can predict 
whether and for how long vision may be retained.” 

Intention tremor may be a serious deterrent to self- 
help and feeding< An occasional patient literally 
starves when half-grown children have the responsi- 
bility for feeding while the other adult member of the 
family is out earning the livelihood It is not enough 
for the physician to determine whether intention 
tremor is present. He must also determine the extent 
of disability as a result of it. 

Bladder frequency drains the general energy of the 
patient. A commode on the same floor is a distinct ad- 
vantage. The bladder problem can become a source of 
emotional isolation for the patient,“Many patients re- 
fuse to go out for fear they may have an embarrassing 
accident:)These patients need the emotional support 
of visitors, and of visiting their friends. Reduction of 
emotional support below the point required by the pa- 
tient for security is a chief factor in hastening regres- 
sion and dependence in the patient. The pastor is a key 
figure with the physician in this vital area.” 


Neuromuscular deficits of equilibrium and spasticity 
with corresponding weaknesses can be maintained and 
somewhat improved by active physical treatment. 
Exercises should be tailored to the patient’s need and 
made a basic part of the daily routine. Although he 
will not always see it as such, the use of canes, crutches 
and bracing, as indicated, are preferred to hanging on 
to walls and furniture. They are certainly better than 
a wheelchair. 


Re-Evaluation 

At least once a year another consultation should be 
had with the patient and his family to revamp his 
general program. The decision to discontinue a job or 
to curtail homemaking activities is better made in 
conjunction with the physician’s advice than emotion- 
ally and irrationally by the patient in a fit of frustration. 
Vocational retraining might better be started early. 
Where no thought has been given to this possibility, 
a sudden loss of a job often proves to be catastrophic. 
In fact, sexual impotence often is directly correlated 
with the loss of a job or a fear of such loss. We have 
been able to recover such patients from a nonambulant 
existence. The ability to walk remains intact but the 
motive may become seriously altered with loss of a job. 

There are a host of other problems that arise in the 
management of a patient with multiple sclerosis. Above 
all else the physician must remember that he is dealing 
with an individual and a family. While there is no cause 
or cure known for multiple sclerosis, the disabilities 
inherent in this disease can be reduced through the 
foresight and militant action of the family physician. 


Fullness 
in the Ear 


Tue symptom of blockage, fullness or pressure in the ear is found in many diseases of the ex- 
ternal ear, middle ear and eustachian tube; and for this reason it is usually considered to 
mean involvement of one of these structures. It must be stressed, however, that fullness or 
pressure is an early and consistent symptom of labyrinthine hydrops. It was found in 48 of 51 
cases in which the diagnosis of Méniére’s disease, or hydrops, was made. 

The presence of fullness or pressure, of a low-pitch tinnitus, of a slight perceptive hearing 
loss with or without fluctuations, is enough evidence upon which to base the diagnosis of 
hydrops. The presence of dizziness, diplacusis, recruitment and impaired discrimination for 
speech are symptoms which indicate a more advanced involvement of the labyrinth which we 
call Méniére’s disease. Relief of the fullness by ventilation of the middle ear in tubotympanic 
disease and failure to obtain relief in endolymphatic hydrops by this procedure is a valuable 
point in the differential diagnosis. 

Fullness in the ear associated with a conductive hearing loss means disease of the middle ear. 
Fullness in the ear associated with a perceptive loss means hydrops. The possible coexistence 
of middle and inner ear lesions must be remembered, and therapeutic tests will then be neces- 
sary to establish the diagnosis.—V. R. AuFaro, M.D., Diagnostic Significance of Fullness in the 
Ear, JAMA, 166: 239, 1958. 
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DrsPITrE THE NEWER and more convenient types of 
bronchodilator medications now available and the more 
effective steroid preparations, the keystone of effective 
management of asthma remains in the identification 
of etiologic factors with treatment by elimination or 
specific hyposensitization. 


Specific Management 


Identification of Cause. In order for specific hypo- 
sensitization to be effective, the exact etiologic factors 
(such as house dust, danders, pollens, molds and mis- 
cellaneous aeroallergens) must be evaluated thoroughly 
by a careful, diligent history correlated with skin tests. 
This allergy history and supplementary skin testing 
will evaluate further the need for an antidust program, 
dander avoidance and the employment of diet manipu- 
lation to diagnose food allergens that may be con- 
ifibuting to the asthmatic symptoms. 

The true seasonal pollens (trees, grasses and weeds) 
are easily detected by history when their seasonal 


| pattern is identified by careful questioning. The tree 


pollens arrive in the spring, the grasses in early sum- 
mer and the weeds in early fall in many settions of 
the country. 

Mold allergy is frequently an offender, and symp- 
toms may be only partially controlled unless one keeps 
in mind that the patient may be exposed to molds by 
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Some Considerations in the Management of Bronchial Asthma 


Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the sixth of twelve 

from the University of Michigan. 


Practical Therapeutics 


ingestion as well as by inhalation. Actually, airborne 
mold spores are present even in the wintertime, 
although in small quantities; their seasonal peaks 
vary from year to year depending on climatic condi- 
tions. The highest mold counts usually are recorded 
in July, August, September and October in the Mid- 
west area. 

Since the mold count is so variable, the patient’s 
asthmatic symptoms often fluctuate in the same un- 
predictable manner, and the physician is tempted to 
do an injustice to his patient by labeling the resulting 
asthma as “tensional” or psychogenic. Beer, cheese, 
mushrooms and condiment sauces are common sources 
of mold-containing ingestants which contribute to 
the total allergic load and help to induce asthmatic 
symptoms in the mold-sensitive individual. Although 
the average city dweller is not exposed to the numerous 
rusts, smuts and bunts in farm areas, farmers and 
persons residing in “surburbia” may have symptoms 
from these aeroallergens. 

House dust allergy is the most common cause of 
perennial allergic symptoms, and specific hyposensi- 
tization plus an effective antidust program are neces- 
sary for proper management. Since skin testing extracts 
for dust frequently give a minor, irritative skin test 
reaction, some observers believe that the allergist finds 
an excessive number of patients to be dust sensitive. 
However, by careful historic documentation and by 
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obtaining a significantly positive whealing skin test 
reaction, the diagnosis of house dust allergy can be 
firmly established. 

Dander sensitivity likewise depends on a careful 
history including evaluation not only of the pets in 
the household and pets owned by former tenants of 
the home, but also the handling of neighbors’ pets by 
the children. This indirect exposure may explain the 
presence of dander in the home of the dander-sensitive 
patient, even though he has made sure that there are 
no pets in his own household. 

Miscellaneous aeroallergens such as the feathers in 
pillows, kapok in furniture, animal danders in the 
hair padding under rugs and carpeting and the veg- 
etable gums in commercial hair grooming sets and 
shampoos are additional factors to be sought out in the 
allergic history. 

When the diagnosis of food allergy is made on the 
basis of a positive skin reaction alone, both the physi- 
cian and the patient soon become skeptical about “al- 
lergy.” The distrust is well founded because the diag- 
nosis of a food allergy depends on the exacerbation of 
symptoms when the particular food in question is add- 
ed back to the diet after a period of complete elimina- 
tion of that food from the diet for several days. The 
presence of positive skin reactions only serves as an 
indication that the food may be playing the role of an 
active allergen, and clinical proof is obtained through 
diet manipulation. Also, food allergy may exist without 
the offending food producing a positive whealing skin- 
test reaction. The history may suggest that certain 
foods are acting as allergens, and skin tests may indi- 
cate that these or other foods cause positive reaction 
on the patient’s skin. Then diet manipulation is used 
to confirm the real food allergens. When food allergy 
exists, addition of the food on repeated trials should 
produce asthmatic symptoms. This should rule out 
misleading coincidental relationships that can occur if 
the food is tried only once. 

Drug allergy, as a factor in the symptomatology, 
can also be strongly suspected by the history; since 
skin testing is of little value except in drugs consisting 
of protein molecules having a high molecular weight, 
or in drug sensitivity manifesting itself by an ana- 
phylactic type of reaction. In particular, every 
asthmatic should be closely questioned for aspirin 
sensitivity, and strict avoidance of aspirin per se and 
other medications containing it in many varied forms 
should be emphasized to the sensitive patients. Sodium 
salicylate appears to be well tolerated by aspirin- 
sensitive asthmatics. 

A thorough physical examination is necessary to 
rule out other causes of wheezing and to detect the 
presence of a complicating infection. The nasal mucous 
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membranes should be checked for confirmatory eyi- 
dence of other allergic manifestations such as pallor or 
turbinate hypertrophy. A nasal smear for eosinophils 
helps to make this more positive. 

Thus specific treatment in the form of hyposensiti- 
zation, together with a program of dust or dander 
avoidance, diet manipulation and indicated drug 
avoidance is the firm foundation necessary for success- 
ful long-range management. 

Infectious factors often play an important role in the 
continuation of asthmatic symptoms. Recurrent upper 
respiratory infections are often an additional etiologic 
factor in the patient with allergic or “extrinsic” 
asthma, while they may be the only causative factor 
discernible in the patient with infectious asthma. Spe- 
cific allergic therapy given to such a patient with al- 
lergic factors often will reduce his allergic load to the 
extent that he no longer experiences asthmatic symp- 
toms with respiratory infections. Many allergists feel 
that incorporation of a bacterial vaccine in the allergy 
extract appears further to reduce the infectious com- 
ponent. In addition, bacterial vaccine has been found 
to be a useful adjunct in the management of the chronic 
asthmatic in whom repeated infections appear to be 
the only etiologic factor. Although there are many 
proponents of autogenous bacterial vaccines, small 
doses of a commercially-prepared extract are equally 
effective. 

Recently the introduction of an adenovirus vaccine 
appears to have added another tool in the armamen- 
tarium of the treatment of infectious asthma. Although 
the asthma may be caused by secondary invaders 
rather than the viral infection, an infection is still 
playing a role in triggering the asthma. There are at 
least 18 strains of viruses recognized at present, and 
a commercial preparation containing six types will 
soon be available. Although gamma globulin injections 
appear to reduce the frequency of upper respiratory 
infections, a recent double-blind controlled study on 
22 asthmatic children revealed the same number of 
infections per child in the two groups, and these 
compared about the same with the general population. 

When acute upper respiratory infections occur, 
symptomatic asthmatic treatment measures usually are 
insufficient, and the use of antibiotic or chemothera- 
peutic agents is necessary. The appropriate drug to 
use depends on the type of infection present. At 
times, it may be very difficult to ascertain if an infec- 
tion is present, since perennial nasal stuffiness may 
occur as an accompanying factor. 

Temperature elevation, sore throat, fullness of the 
head, and leukocytosis are helpful clues when present, 
but far too often these are entirely lacking even though 
a “cold” is present. Gross inspection of the nasal 
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secretions, the sputum, or both is extremely helpful 
in confirming the clinical suspicion of an infection. 
Careful auscultation of the chest often will reveal a 
difference when the amount and intensity of the wheez- 
ing of both lung fields is compared. A third clue to 
the presence of infection will often be a marked eleva- 
tion of the eosinophil percentage in the differential 
blood count, even though no leukocytosis is present. 
An eosinophilia ranging between 12 and 20 per cent 
is extremely suggestive of an infection playing a causa- 
tive role in the present exacerbation. Any one of these 
three features is enough to suppori the clinical suspi- 
cion of infection playing a major role in the asthmatic 
symptoms at that time. 

The problem of intermittent vs. continuous anti- 
biotic therapy remains a therapeutic dilemma in the 
asthmatic patient with recurrent infections and ex- 
periencing almost continuous symptoms. In general 
we feel that a seven- to ten-day course of intensive 
antibiotic therapy for each infection is the treatment of 
choice, although a few children have appeared to do 
better on continuous antibiotic therapy carried 


throughout the winter months. Although a recent. 


study would imply that long-term antibiotics help the 
majority of children and adults with infectious asthma, 
especially when followed for more than two years, 
certain risks appear to be inherent in this method of 
treatment. Such problems as the development of 
further infection due to the growth of a resistant 
strain, or the superimposition of infection due to a 
normally nonpathogenic organism, or the introduc- 
tion of a fungus infection do occur with continuous, 
long-term antibiotic treatment. Also, the additional 
hazard of producing a sensitivity reaction to an anti- 
biotic must be considered. Lowell, however, has re- 
cently stated that “satisfactory evidence is lacking that 
these patients with the so-called atopic diseases (hay 
fever, asthma, eczema or hives) actually develop 
allergic reactions to drugs more often than those with- 
out them.” He goes on to mention, nevertheless, that 
when such reactions do occur, they are more severe 
than in the nonallergic population. 


Medical Management 
BRONCHODILATORS 


When full consideration is given to the above fac- 
tors, supplementary symptomatic therapy should be 
added to the over-all program. Oral bronchodilators 
possessing a continuous therapeutic effect are the most 
important part of the symptomatic management. This 
approach is in distinct contrast to the “‘p.r.n.”” usage 
of bronchodilators. The studies of Beale have shown 
that an element of bronchial obstruction is present 


GP December 1958 


which will respond to bronchodilator drugs even in 
the asymptomatic asthmatic whose chest is clear to 
auscultation. Thus it is thought that bronchodilators 
taken “p.r.n.” will benefit only the more severe symp- 
toms, while daily oral bronchodilator preparations, 
taken every four hours, will provide a better ‘“founda- 
tion” of more adequate pulmonary ventilation. Tak- 
ing the medication with meals reduces gastric distress. 
Patients with seasonal symptoms who receive oral 
bronchodilators throughout their entire season, and 
those with perennial symptoms who continue on this 
program the year round, do remarkably well. In addi- 
tion, the patient is instructed to take a delayed-action 
preparation at bedtime to insure a continuous effect 
through the night. 

It should be remembered that the oral route is the 
least efficient means of administration for amino- 
phylline, and therefore supplementary medication such 
as rectal aminophylline by suppository (0.25 to 0.50 
Gm.) or by retention enema effectively insures a rela- 
tively asymptomatic night for the asthmatic patient 
who does not respond fully to the oral preparations. 

The addition of bronchodilators by nebulization on 
a “‘p.r.n.” basis is useful in controlling acute paroxysms 
of symptoms which occur if the patient is still not 
fully relieved by the continuous oral bronchodilators. 
Use of any of the several types of nebulizers now 
available often will allow the patient to continue a 
degree of exertion that otherwise would cause an 
exacerbation during the daytime or at night. The same 
is true of the sublingually administered broncho- 
dilators. The use of continuous oral bronchodilators 
also lessens the need for “‘p.r.n.” usage of a nebulizer 
and helps to minimize the patient’s becoming overly 
dependent upon the nebulizer. 

Intravenous aminophylline (0.25 to 0.50 Gm.) usu- 
ally is most effective in relieving severe bronchospasm. 

The more effective bronchodilators given orally as- 
sume a synergistic action from ephedrine and amino- 
phylline. Some physicians believe that the combined 
pharmacologic effect affords an actual potentiation of 
their action on the bronchial tree. This type of com- 
bination is more rational than is that of one broncho- 
dilator and an antihistaminic drug. Although an 
occasional patient’s asthmatic symptoms will respond 
to antihistaminic therapy, the accompanying atropine- 
like property characteristic of the antihistamines 
further dries bronchial secretions and makes them 
more difficult to raise. Therefore, we do not routinely 
employ antihistaminic therapy in the management of 
asthma, although an occasional patient with mild 
symptoms will respond to this medication. When ex- 
posure to an allergenic dander, or when massive 
inhalation of allergenic pollens or ingestion of an 
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offending food may occur, antihistaminics may be 
used in addition to a bronchodilator. 

Isopropyl arterenol (Isuprel, Alidrine, Isonorin or 
Norisodrine), a sympathomimetic amine, may be used 
sublingually or by nebulizer (1:100 or 1:200) and is 
especially useful for a more rapid action than that 
offered by aminophylline or ephedrine. Sympatho- 
mimetic amines such as ephedrine likewise continue 
to be most useful adjuncts. Epinephrine injections 
(0.2 to 0.5 cc.—1:1,000) repeated at 20- to 30-minute 
intervals for three or four doses will bring severe 
asthmatic symptoms under satisfactory control when 
a single injection will be insufficient. Longer-acting 
epinephrine (Adrenalin in oil, Susphrine and Epi- 
nephrine gel) preparations also are available. One in- 
jection given in the evening may permit a whole night’s 
sleep for the asthmatic patient who has severe enough 
symptoms to awaken during the night, despite having 
taken the delayed-action oral bronchodilators. Chole- 
dyl and Orthoxine may be more effective than the 
other oral bronchodilators in some patients, especially 
when the ephedrine-containing compounds produce 
urinary retention symptoms in older patients. Liquid 
preparations (Tedral and Elixophyllin) are especially 
useful in children. 


EXPECTORANTS 


Jodides have been used in the treatment of asthma 
for many years. Although the main pharmacologic 
action is an expectorant one, many experienced al- 
lergists believe that the iodides also possess another 
action that produces a remarkable amelioration in 
asthmatic symptoms for long periods of time. Thus, 
it is thought that iodides are a valuable addition to 
symptomatic bronchodilators. 

The majority of asthmatic patients tolerate iodides 
quite well but a few may have side effects, the most 
common being an acneform skin eruption or swelling 
of the submaxillary or parotid glands. Fever is occa- 
sionally a manifestation of drug idiosyncrasy to io- 
dides; if this fact is kept in mind, it may aid the phy- 
sician in diagnosing an otherwise unexplained tem- 
perature spike in his patient. Recent reports have 
shown that prolonged iodide administration also can 
produce true hypothyroidism; three such cases have 
been observed. Discontinuing the drug will result in 
a reversal of the symptoms, although desiccated thy- 
roid may be started if iodide administration must be 
continued. 

Other expectorants may be employed although none 
appear as effective clinically as iodides. Glyceryl 
guaiacolate in 100 mg. dosage has been helpful in the 
iodide-sensitive patient and is available commercially 
(Robitussin). Ammonium chloride (0.5 to 2.0 Gm. 
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t.i.d.) and ipecac (15 minims) have been used for man\ 
years and may be tried if the other expectorants are 
not satisfactory. Aerosol detergents and wetting 
agents have been advocated in the long-term manag: - 
ment of asthma. Actually, these preparations are best 
used several times daily by nebulization for an extenc- 
ed period in the chronic asthmatic who has wet sticky 
rales on auscultation. 


HypRATION 


An important principle in the care of the asthmatic 
patient, which unfortunately is frequently overlooked, 
is related to proper maintenance of hydration. Unless 
hydration is maintained, the sputum becomes thick and 
tenacious. The fact is often forgotten that an adult 
may have a fluid deficit of 1,500 to 2,000 cc. a day via 
perspiration, urinary excretion and pulmonary ventila- 
tion during a moderately severe asthmatic attack. 
Children become dehydrated even more rapidly than 
adults. Therefore, unless adequate fluids are given, the 
effect of the expectorants and bronchodilators is 
hampered by dehydration. 

Usually the patient must be reminded frequently to 
take fluids since this point is easily overlooked. Fruit 
juices and beverages are often aids in encouraging 
higher fluid intake in children. Avoidance of iced 
drinks is wise, as the cold fluid may cause broncho- 
spasm. Even in hospitalized patients, writing the order 
to “force fluids” is not enough, and the physician 
should check to see that his patient actually is increas- 
ing his fluid intake; this can be done only when an 
accurate intake and output is recorded. Intravenous 
fluid replacement will be necessary if the oral intake is 
inadequate and 5 per cent glucose in water should be 
added to replace the deficit. If the patient perspires 
profusely, supplemental salts may be needed. 


SEDATION 


In general, the use of sedation is not attempted until 
all the preceding forms of therapy have been under- 
taken. If sedation is then deemed advisable, nighttime 
sedatives usually are added to ensure a good night’s 
rest. Sedation should be of short duration to allow the 
patient to be alert and to maintain an effective cough 
during the daytime. 

Chloral hydrate does not depress respiration and 
has stood the test of time as valuable medication; 0.5 
to 2.0 Gm. allays apprehension without causing dis- 
orientation. Although there is not complete agreement 
on the increased incidence of barbiturate sensitivity in 
asthmatic patients, other sedative agents are now 
available. If further daytime sedation is necessary 
(especially if the barbiturates present in most broncho- 
dilators do not completely counteract the excitatory 
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side actions of the bronchodilator drugs), additional 
sedatives or “tranquilizers” may be indicated. The 
evening dose may need to be larger than daytime doses. 
It should be remembered that drug reactions have been 
encountered with these newer drugs, and the physician 
should be alert to this possibility. 


STEROID THERAPY 


The question of steroid therapy in the management 
of a chronic disorder is ever present and cannot be dis- 
missed with a universal decision—a categoric ap- 
proval or denial. It is true that use of these drugs has 
aided greatly in the symptomatic control of asthma. 
However, their main action in allergic disorders ap- 
pears to be an anti-inflammatory effect, and the basic 
pathologic mechanism remains unchanged. Thus, the 
steroid action is still symptomatic and does not lessen 
the need for proper specific therapy, nor should it 
supplant other symptomatic therapy. Indeed, it 
actually increases the responsibility of the physician to 
evaluate adequately and carefully the “total patient,” 
his allergic problem and his total allergic load. 

When the methods listed for medical management 
have been used, and hospitalization of the patient to 
remove him from his environmental and food allergens 
has not resulted in breaking the cycle, then and only 
then is the addition of steroid therapy indicated. 

Intermittent therapy in the form of corticotropin 
(ACTH) administration is the treatment least likely to 
commit the patient to steroid therapy because the 
physician can control the dosage. Intravenous ACTH, 
in the dosage of 10 units per 1,000 cc. per eight hours, 
supplies an adequate amount of ACTH, and its effect 
persists after the intravenous administration is com- 
pleted. Hampton has shown that combined intra- 
venous ACTH with a booster injection of corti- 
cotropin in gelatin (ACTH gel) at night gives the 
best results and -intramuscular ACTH gel gives the 
least effect on urinary 17-ketosteroid excretion. 

Clinically, a short-term “burst” of ACTH gel in the 
dosage range of 60 units every 12 hours until the pa- 
tient’s chest is clear to auscultation is very effective. 
Then the dosage is reduced daily by 10 to 20 units in a 
step-wise fashion until the drug is discontinued. How- 
ever, almost all will require further courses of such 
therapy, and gradually the interval between intermit- 
tent courses shortens, and with or without specific 
therapy, the patient eventually is placed on continuous 
oral steroids. Unfortunately, once the patient has had a 
course of steroid therapy, the next episode of severe 
asthma often does not appear to respond either as 
rapidly or as satisfactorily to the other methods of 
treatment, and once again steroids are used. This then 
starts the patient on intermittent steroid usage and the 
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TRIAMCINOLONE THERAPY 
IN ASTHMATIC PATIENTS 


1. Number of Patients 21 
2. Average Age 54.7 years 
3. Sex 48 per cent men 


52 per cent women 


4. Patients with definite ex- 
trinsic allergic factors by 
history, skin test and/or 
collateral allergies 10 (48 per cent) 

5. Aspirin sensitivity pres- 
ent 4 


6. Emphysema present and 
prominent 14 (66 per cent) 
7. Average duration of asth- 
ma 15.7 years 


8. Average time on steroids 
prior to triamcinolone 23.3 months 
9. Duration of triamcino- 


lone therapy - 3-7 months 


10. Number of patients with 
significant elevation of 
vital capacity 4 


11. Number of patients with 
definite decrease of vital 
capacity 2 


Table 1. 


asymptomatic periods gradually shorten. 

When steroids are used, all of the previously 
mentioned symptomatic and specific measures must 
be continued to help ensure the smallest possible dose 
of steroid. Continuation of bronchodilators and ex- 
pectorants must be assured. Dehydration and infection 
still may occur and specifically must be searched for 
daily. The incidence of infection in patients is in- 
creased during steroid therapy, and the use of anti- 
biotic coverage should be extended to the period im- 
mediately after steroids are discontinued. 

Following a study of 36 patients on chronic steroid 
therapy (Prednisone), 21 of these patients were 
changed to triamcinolone. All of these asthmatic pa- 
tients had been on some form of steroid therapy for an 
average of 23.3 months prior to triamcinolone therapy 
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(Table 1). The average duration of asthma was 15.7 
years and emphysema was present in 14 (66 per cent). 
The average daily dosage of triamcinolone was 5.6 
mg. as compared to 10.6 mg. of Prednisone; this 
dosage was just sufficient to keep the patients relatively 
comfortable, in addition to their usual continuous, 
oral bronchodilator drugs and expectorants. 

Although the asthmatic patient has definite allergic 
factors in his symptomatology, if emphysema is present 
and steroid therapy has then started, his course ap- 
pears to be similar to the “infectious asthmatic” in 
that the steroid therapy must be continued and side 
effects may occur. 

It is evident that weight gain is still a factor with this 
newer steroid medication (Table 2). One patient’s 
blood pressure became elevated on triamcinolone. Four 


SIDE EFFECTS OF STEROID THERAPY 


1. Blood pressure eleva- 
tion (triamcinolone) 1 


2. Weight gain on previ- 
ous steroid therapy 


(6-34 lbs.) 7 
Continued weight gain 
with triamcinolone 3 
Weight loss on tri- 
amcinolone 4 


3. Weight loss on previ- 
ous steroid therapy 


(9-18 lbs.) 3 
Continued weight loss 
with triamcinolone 1 
Weight gain on tri- 
amcinolone 2 


5 (4 continued without 
triamcinolone) 


4. “Moon facies” 


1 (Continued without 
triamcinolone) 


5. Hirsutism 


6. Osteoporosis 2 (Continued without 


triamcinolone) 
7. Hypokalemia and 
weakness 1 (Continued without 
triamcinolone) 


8. G.I. symptoms requir- 
ing cessation of drug 2 


of the patients continued to have “moon facies,” oie 


continued to have hirsutism, and osteoporosis w.s 
present in two cases. Two patients developed severe 
abdominal cramping within a few days after triai- 
cinolone was started, and the drug had to be discon- 
tinued in both cases. 

All of these patients have now been on triamcinolone 
for a period of three to seven months. Their acute 
asthmatic attacks have been relieved, but all have 
chronic wheezing when their dosage is lowered. Their 
daily maintenance dosage must be raised when respira- 
tory infections occur. 


PROBLEMS OF STEROID THERAPY 


When continuous oral steroids are used, the main 
therapeutic problems revolve around several points: (1) 
The patient feels well without taking continuous oral 
bronchodilators, continuing his antidust program 
and/or hyposensitization, and therefore these pro- 
cedures are stopped. However, only by continuing ail 
of them is it possible to keep the patient on a low 
maintenance steroid level. At times even this is not 
attainable. Thus, in spite of all measures, the daily oral 
dosage may gradually increase over the months. (2) 
The second therapeutic problem with steroid therapy 
already has been mentioned, i.e., the increased in- 
cidence of infections in patients receiving steroid 
therapy. (3) Continuous steroid therapy eventually 
results in undesirable side effects. Despite recent 
articles maintaining that such complications can be 
adequately controlled either by lowering the dose or 
by discontinuing steroid therapy, such steps do not 
answer the question because it is no longer possible to 
do either after the patient has been maintained on 
steroid therapy for a prolonged period of time. 

Weight gain has been observed in these patients, 
although some of this change in weight is undoubtedly 
caused from their sense of well-being and increased 
appetite following a lessening of their asthma. Moon 
facies, “buffalo hump,” and other Cushinoid features 
are common. 

The newer preparations have a decreased water-and 
sodium-retaining ability, so that actual edema forma- 
tion as a cause of weight gain has lessened. Edema 
formation, however, still may occur in these patients, 
and then the use of low-sodium diets or diuretics 
(mercurials, or chlorothiazide 0.5 to 1.0 Gm. b.i.d.) 
must be employed. 

Patients on steroids frequently develop electrolyte 
imbalance, which causes weakness, irritability and 
uncooperativeness. The correction of these electrolyte 
disturbances involves problems similar to those seen in 
the familiar picture of the cardiac patient with edema 
and a low-salt syndrome and the therapeutic dilemma 
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encountered. To this must be added the distressing 
asthmatic symptoms that are still present when the 
steroid dosage is decreased. Potassium loss in steroid- 
treated patients also has been less of a problem with 
the introduction of the newer preparations, but oc- 
casionally a patient will require supplementary potas- 
sium (potassium chloride 1.0 Gm. t.i.d.). 

A most troublesome complication of steroid therapy 
is the development of osteoporosis, as pointed out by 
Burrage. The osteoporosis results in the need for 
treating another chronic condition superimposed on 
the original asthmatic complaints. 

Although the incidence of peptic ulcer in asthmatic 
patients treated with steroids is relatively low, this 
complication still occurs particularly when the patient 
also has emphysema, and must be kept in mind. The 
use of a bland diet and antacid medications may well 
be added to the therapeutic program. Despite the use 
of the antacid regimen, however, some patients on con- 
tinuous or intermittent steroid therapy develop peptic 
ulcers. Often the typical ulcer symptoms are lacking, 
and a sudden gastrointestinal hemorrhage is the first 
sign of difficulty. If the patient already is seriously ill, 
this development further complicates the problem. A 
patient dangerously ill following an acute pulmonary 
infection superimposed on his asthma and pulmonary 
emphysema was recently seen. This patient also was 
suffering from an electrolyte imbalance secondary to 
steroid therapy, and in addition a “psychotic” episode. 
The sudden appearance of black, tarry stools and an 
alarming drop in the hemoglobin level further com- 
pounded the multitudinous therapeutic problems al- 
ready present. The situation cannot be solved simply 
by discontinuing the steroids. To the asthma man- 
agement problem has been added the serious task of 
handling the complications brought about by the ster- 
oid treatment. . 

Definite personality changes have been reported in 
patients treated with steroids, and they must be care- 
fully watched even when intermittent steroid therapy is 
being used. Elation, depression and inappropriate 
crying are personality changes frequently observed. 

The anti-insulin action plus the acceleration of 
gluconeogenesis produced by the steroids frequently 
produce an elevated blood sugar and a transient 
diabetes-like state. The condition reverts to normal 
when the steroids are discontinued. However, a 
diabetic diet may be necessary if the drugs are con- 
tinued, and occasionally the addition of insulin is 
indicated, adding to the complexity of therapy. 

Likewise the possibility of allergic reactions, such as 
urticaria and fever, have been reported with the use of 
corticotropin. Recent studies have shown that pro- 
longed steroid therapy may cause a growth arrest in 
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DEATH RATE FOR 
BRONCHIAL ASTHMA 
(RATE PER 100,000 POPULATION) 


Year Total Percentage 
1945 2521 1.9 (3.0) 
1946 2555 1.8 (2.9) 
1947 2712 1.9 (3.0) 
1948 2627 1.8 (2.9) 
1949 4547 3.1 
1950 4322 2.9 
1951 6871 4.5 
1952 6943 4.5 
1953 6737 4.3 
1954 6136 3.8 
1955 5960 3.6 


To make percentages comparable, multiply by fac- 
tor of 1.6 for years 1945-1948. 


Table 3. 


children. This problem also must be weighed against 
the benefits that might be attained by steroid therapy 
in the asthmatic child. Purpura and ease of bruising 
are also seen occasionally following long-term steroid 
therapy. Hypertension also may be aggravated. 

Recent statistics (Table 3) have shown that the 
mortality rate for asthma has actually increased 
despite the introduction of steroid therapy. Kern has 
shown an increased death rate in older asthmatics 
which may implicate the same treatment; he also 
warns against the abuse of steroid therapy. Huddle- 
stone’s figures for the death rate from asthma in New 
Zealand are similar. 

The reader may think that undue emphasis has been 
placed on the complications of steroid therapy and 
that these side effects are seen only in the occasional 
patient on long-term steroids. Unfortunately, most 
articles on the treatment of asthma merely mention 
that complications may occu1, and they seem to imply 
that such complications are infrequent or easily 
managed if present. That attitude is incorrect. The 
physician should be fully aware of the undesirability of 
starting steroid therapy even to tide the patient over a 
serious asthmatic attack. This often represents the 
initial step in committing the patient to steroid 
therapy, because recurrences of symptoms occur, and 
the patient will ask for another course of such treat- 
ment. Over a period of years, the interval between 
courses of steroid therapy gradually shortens until 
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eventually the patient is receiving continuous steroid 
support. Gradually the therapeutic effectiveness may 
lessen, and the almost inevitable side effects do occur. 
With our present imperfect knowledge of all the 
physiologic actions of these potent medications, it is 
usually impossible to discontinue this form of therapy, 
and the physician is faced with additional problems to 
treat. This appears to be the unfortunate pattern in 
the adult asthmatic with emphysema; time will tell if 
the same is true for children receiving steroid therapy. 
Thus, the physician should not start steroid therapy 
unless he is willing to accept the fact that the patient is 
most likely being committed to long-term steroid ther- 
apy and is prepared to follow the patient carefully and 
to treat the almost inevitable complications. 


Miscellaneous Factors 


The presence of “fixed” emphysema in the asthmatic 
patient represents another problem in his manage- 
ment. In addition to the foregoing specific therapy for 
the allergic component of the disease, and the necessity 
for continuous oral bronchodilators and expectorants, 
two further measures should be instituted. 

Postural drainage is helpful when the patient has 
retained secretions. This procedure frequently is 
neglected because it proves a nuisance to the patient 
and requires repeated encouragement from _ his 
physician. 

The use of courses of intermittent positive pressure 
breathing should also be considered in the emphy- 
sematous asthmatic patient as it is a means of effective 
nebulization. Although there is some divergence of 
opinion as to the exact physiologic benefit as measured 
by pulmonary ventilatory function studies, nebuliza- 
tion or bronchodilators by intermittent positive pres- 
sure breathing frequently provides definite clinical 
improvement. A five- to seven-day course of intermit- 
tent positive pressure breathing nebulization with 
isopropyl arterenol (one-half strength) four times a 
day at 10 to 20 cm. of water pressure is a suggested 
regimen. Intermittent positive pressure breathing often 
is preferable to oxygen administration in emphysema- 
tous patients with carbon dioxide retention. 

In the chronic asthmatic, the physician may find 
further sedation at times is indicated. The use of 
morphine is unwarranted because of the severe 
respiratory depression that frequently ensues and 
because it is an addicting drug being given to a patient 
with chronic disease. Although anticholinergic and 
antihistaminic properties have been ascribed to 
Demerol, it should be used only on rare occasions and 
then mainly for the sedative action. It should be re- 
membered that Demerol may also depress respiration 
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(in toxic doses) and can produce dizziness, nausea an 
vomiting as well as addiction. 

Climatic change has been suggested for the chronic 
asthmatic in whom infectious factors are prominent 
and in whom a marked degree of pulmonary in- 
sufficiency is present. Although the west coast of 
Florida and the southwestern states have a more ide«l 
climate for asthmatics, rapid temperature changes and 
new aeroallergens in these areas may decrease the 
effectiveness of a geographic change for these patients. 
The additional factors of economic stress and broken 
family ties through moving should be considered. A 
trial period in the new location, if possible, should be 
attempted before the patient is urged to make a 
permanent change. 

In the over-all management of a patient with a 
chronic disorder, the physician should strive to treat 
the whole patient rather than merely his cough or 
wheezing. Exacerbations due to infection already have 
been mentioned. A new pet introduced into the house- 
hold, the acquisition of a new pillow or blanket in the 
bedroom or an overlooked food allergen can appear to 
upset the patient with good allergic management. Thus, 
periodic review of the environment is necessary when 
symptoms either continue or return. The addition of 
fatigue or unavoidable tension can be enough to upset 
the patient’s “allergic load” and should be recognized 
as additive factors. The asthmatic symptoms should not 
be dismissed as being entirely emotional in origin. 
Some asthmatic patients have a large emotional com- 
ponent in their symptoms and others do not, just as the 
general population varies in its incidence of emotional 
tendencies. When these added factors are present, they 
should be considered and handled as part of the over- 
all treatment. 

The reduction of nonspecific irritants is also im- 
portant. Smoke, fog, muggy or damp weather, sudden 
temperature changes, overly hot rooms—all add to the 
discomfort of the patient in a nonspecific way. When a 
chronic cough or the presence of definite pulmonary 
emphysema is a prominent feature of the patient’s 
asthmatic picture, cessation of smoking is necessary. 


Summary 


Specific management by hyposensitization, diet 
manipulation, dust and dander elimination and drug 
avoidance are essential in the long-term therapy of the 
asthmatic patient. Continuous oral bronchodilators, 
expectorants and proper hydration are necessary. 
Sedatives are administered discriminately. 

The injudicious use of steroid therapy is dangerous. 
Once steroids have been started in the adult asthmatic 
with emphysema, this patient is usually committed to 
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continuous steroid management. Side effects do occur, 
and these must be treated since it is then usually 
impossible to discontinue the steroid therapy. There- 
fore, the cautious use of these compounds is stressed 
and all other methods of treatment must be continued. 
The identification of specific allergens and treatment 
aimed at their control provides the best chance for 


comfortable survival to the patient with chronic asthma. 

The author wishes to acknowledge the advice and aid in 
reviewing this manuscript of Drs. J. M. Sheldon, R. G. 
Lovell and K. M. Mathews. Dr. D. Nilsson compiled the 
material on triamcinolone administration. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


WHAT OTHERS ARB 


The Family Doctor 


THE ROLE of the family doctor, or the general practitioner 
has been undergoing constant change for the past 50 
years. Originally, nearly all doctors were general practi- 
tioners. Then, as medicine became more complicated, and 
it became impossible for one man to know all there is to 
know about medicine, the era of specialization dawned. An 
increasing number of doctors became full-time specialists 
and a steadily decreasing number became general practi- 
tioners. In some areas of the world, notably the United 
States, specialization became so common that in large 
cities, it became difficult to find a general practitioner. 
Fortunately, this trend has begun to reverse itself, and dur- 
ing the past three years more medical graduates have been 
turning to general practice. : 

Lack of general practitioners does not serve in the best 
interests of the patients. The patient still needs a family 
doctor, one who can take care of the ordinary ills of the 
whole family and who can be relied upon to call in a 
specialist when necessary. In rural areas there are insuf- 
ficient patients to attract specialists, and the local doctors 
must care for all the population, calling in specialists for 
cases they are unable to handle. They should be given 
every opportunity to fulfill their missions as family doctors. 

The doctor-patient relationship is just as important as 
ever. The confidence a patient feels in his doctor is more 
than half of the battle of overcoming illness. This personal 
confidence is diminished or lost in casual contacts between 
patient and specialist. The patient is much closer to the 
specialist recommended by his family doctor. A full-time 
hospital doctor has no knowledge of the patient’s home 
surroundings or family’s problems and little knowledge of 
his economic circumstances. . 

lt has been estimated that about 85 per cent of all ill- 
nesses can be cared for by the general practitioner either 
alone or in consultation with a specialist, and only 15 per 
cent require the full-time service of a specialist. Neverthe- 
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less there has been a tendency in some places to belittle the 
family doctor and restrict him to home and office visits. 
Naturally, he should not do things for which he is not 
qualified, but neither should he be barred from doing 
things for which he is qualified. No one would recommend 
that a general practitioner be allowed to do any procedures 
for which he is unqualified. 

However, to bar a general practitioner from following his 
patient into the hospital and rendering such care as he is 
qualified to render, is to my mind completely ridiculous. 
There are, of course, occasional incompetent physicians 
who would attempt anything regardless of the patient; but 
the vast majority of doctors are interested primarily in the 
welfare of their patients and do not wish to attempt pro- 
cedures beyond their ability. The general practitioner should 
have hospital experience after graduation; he should attend 
clinics, seminars, postgraduate courses and keep up with 
medical literature. To bar him from the hospital builds a 
wall between him and his clinical progress. Such a policy 
will end by driving more doctors into specialization and 
making general medical care unattractive to the best doc- 
tors. 

Sufficient controls can be established by the profession 
itself to protect the patient from incompetence. In well-run 
voluntary hospitals the staff establishes rules and supervises 
the activities of both specialists and general practitioners. 
The development of academies of general practice has re- 
sulted in the general practitioners’ setting up standards 
among themselves. The American Academy of General 
Practice of the United States requires its members to com- 
plete at least 150 hours of accredited postgraduate training 
every three years. And yet, a report discussed in the World 
Health Assembly, while stressing the importance of the 
family doctor, concluded by relegating him to an insignifi- 
cant role. 

In active practice myself I was a certified specialist but I 
have always regarded the general practitioner as the very 
center of the practice of medicine and essential to the main- 
tenance of the doctor-patient relationship.—Louis H. 
Bauer, M.D., World Medical Journal, Sepremper, 1957, 
Vor. 4, No. 5, p. 305. 
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Figure 1. Massive left pleural effusion and Figure 2. Left pleural effusion in a young Figure 3. Right pleural effusion extending 


small right pleural effusion ina youngadult man complaining of left chest pain. Careful into the horizontal fissure. The patient had 
with low-grade fever and painful knees.Ex- history revealed severe abdominal pain two cirrhosis with portal hypertension and ascites. 
amination of pleural fluid showed L.E. cells. months previously. Pleural fluid showed an Diagnosis: hydrothorax due to cirrhosts of 
amylase of 6,000 units, with a serum am- _ the liver. 
ylase of 320. Diagnosis: pleural effusion 


due to pancreatitis. 


Some Infrequently 
Emphasized Causes 
of Pleural Effusion 


SOL KATZ, M.D. 
Associate Editor, GP 


THERE IS AN ABUNDANCE of information on the common 
causes of pleural effusion such as tuberculosis and 
malignancy. Precise diagnosis in these instances de- 
pends upon the identification of tubercle bacilli and 
malignant cells in the fluid or pleural biopsy. However, 
it is not generally appreciated that there are several 
other causes of pleural effusion which may simulate 
those of tuberculous or malignant origin but which 
may be identified by readily available special studies of 
the pleural fluid. 

Systemic lupus erythematosus is frequently associ- 
ated with pleural involvement, with or without de- 
monstrable fluid. In some studies the incidence of this 
manifestation in lupus erythematosus is 50 to 75 per 
cent. The pleuritis may be the presenting sign or may 
occur late in the course of the disease, although the 
pleura is rarely the only structure involved. Careful 
search will usually reveal other manifestations not 
necessarily clinically overt. The effusion often clears 
and then recurs. It may be unilateral or bilateral or 
may alternate from side to side. Pneumonitis is fre- 
quently present, especially in the lower lung fields, and 
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an accompanying pericarditis is often noted. Lupus 
erythematosus cells or bodies may be found in the 
blood or pleural fluid in 80 to 90 per cent of patients. 

Pancreatitis and pseudocyst of the pancreas are not 
generally considered causes of pleural effusion. Yet if 
carefully examined, pleural involvement will be ob- 
served with considerable frequency in these related dis- 
orders. The effusion is usually left-sided or bilateral 
and only rarely right-sided alone. The mechanism is 
not clearly defined but may be related to inflammation 
of diaphragmatic pleura by contiguous abdominal in- 
flammation or subphrenic abscess with diffusion of 
inflammatory edema or lymph drainage of high amy- 
lase content from the abdominal cavity through the 
diaphragm into the pleural space. The amylase value 
of pleural fluid in these cases is often tremendously 
elevated—considerably higher than the serum amy- 
lase—and remains higher than the serum amylase for 
longer periods. It is important to remember that there 
may not be any obvious manifestations of pancreatitis 
at the time the effusion is discovered. 

In cirrhosis of the liver associated with portal hyper- 
tension and hypoalbuminemia, pleural fluid may ac- 
cumulate, especially on the right side. The mechan- 
isms may be related to other associated phenomena 
such as water retention due to the inability of the dis- 
eased liver to metabolize the antidiuretic hormone, 
hypoalbuminemia, increased venous pressure in the 
azygos vein due to the presence of collateral channels 
between the portal and systemic veins, and communi- 
cations between the peritoneal and pleural cavities 
through rupture of the pleuroperitoneal membrane by 
ascitic fluid. 

These varieties of fluid in the pleural space should 
be considered in any patient with pleural effusion in 
which the etiology is not obvious. 
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Fungus Infection of Ear 


Q. What is the method of treatment of fungus infection 
of the external ear ? 


A. First, I would be sure that this is actually a fungus 
infection of the ear. Most of the so-called fungus 
infections are actually bacterial, chiefly of the 
pseudomonas group. These will respond to neo- 
mycin-polymyxin mixtures. The addition of a topi- 
cal corticosteroid to the mixture (hydrocortisone 
or prednisolone) is of help. 

If the external otitis is truly a rare fungus infection 
(Aspergillus type?) then local painting with half- 
strength Castellani carbol-fuchsin paint once a day is 
effective. Irrespective of the type of external otitis, it is 


necessary to keep water from the ear to reduce the 


moisture content of the canal. Cleansing may be done 
with swabs dipped in small amounts of waterless 
cleansing materials, such as Harpers Cleansing Cream 
or Pax. Following this, a dry swab is used to gently 
cleanse the ear. No material should be used in the ear 
which will add to the irritation. 

It has been emphasized repeatedly that nervous ten- 
sion and anxiety can contribute to increase irritation 
of an external otitis, irrespective of etiology. 


Weight Control in Pregnancy 


Q. Is it safe to give a pregnant woman methampheta- 
mine HCl in doses of 5 mg. t.i.d. to control weight 
gain? 


A. If one can be certain that the weight gain is not 
edema of early toxemia, and the patient does not have 
the will power to follow a low calorie diet, me- 
thamphetamine HCl may be used as a temporary 
aid in helping the patient to follow the diet. It should 
not be used in cardiovascular disease especially if hy- 
pertension is present. The dose should be worked up 


Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 


in appropriate fields of therapy and diagnosis. 


Information Please 


gradually noting carefully any signs of anxiety or 
sleeplessness. Usually the patient can get along on 
smaller doses, but 5 mg. t.i.d. should not be harmful 
for the period needed to boost the patient’s will power 
enough so that she may take over without further 


support. 


Prevention of Syncope 


Q. What is proper treatment to prevent syncope due to 
hypoglycemia in an otherwise normal adult (not due 
to an overdose of insulin) ? 


A. In this patient it will be quite important to deter- 
mine the cause of the hypoglycemia. With syncopal 
attacks, it may well be due to an islet-cell tumor, and 
surgery is indicated not only for cure, but also because 
of the possibility of a carcinoma. This organic type is 
most likely if the fasting blood sugar is low, or if simple 
fasting causes an attack. 

Since the patient is described as “otherwise normal” 
—relative hyperinsulinism is probably not present, as 
this type is due to deficiency of anti-insulin factors 
from the anterior pituitary or adrenal cortex, or im- 
paired function of the liver. 

If, after study, it should be decided that functional 
hypoglycemia is present, treatment consists primarily 
of relatively high protein and low carbohydrate diet, 
with interval feedings if necessary. Occasionally, sub- 


stitution therapy with thyroid or cortisone can be 
helpful if indicated. 


Breast Cancer 


Q. How should one decide whether to use estrogen 
therapy or androgen therapy for palliation in a pa- 
tient having metastatic carcinoma of the breast? 


A. The optimal form of therapy in a patient with 
metastatic carcinoma of the breast varies from patient 
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to patient so that no categoric answer can be given. 
In general, androgens are used when metastases are 
present in bone; estrogens are reserved for women five 
years or more past the menopause, and are most 
effective in soft-tissue lesions. Other available methods 
of palliative therapy should be considered when indi- 
cated, and careful attention given to the oft-times 
serious side effects of any form of therapy. 


An Endocrine Problem? 


Q. I would like information as to diagnosis and treat- 
ment of a patient with the following case history: 

The patient is an 18-year-old male who weighs 
199Y pounds and is 561g inches tall. He looks like 
a patient with Cushing’s disease. He has a round 
face with a sunfish mouth, a fat pad over the cervical 
vertebrae and small delicate extremities. There are 
no striae, the genitalia are small and underdevel- 
oped, and there is very little pubic or axillary hair. 
The skin has a slight cyanotic tinge. There is no 
history of bone fracture. The appetite is always exces- 
sive. There is no relevant past or family history. 

Urinalysis was normal, hemoglobin 120 per cent 
or 17.5 Gm., sedimentation rate, 16 mm/hour, WBC 
4,400 cells/cu. mm. (segs, 40 per cent; eos, 8 per 
cent; lymphs, 53 per cent; monos, 9 per cent). BMR 
plus 2 and plus 4. ECG within normal limits. Thorn 
test, five eosinophil counts beforeand four after ACTH, 
average 180 beforeand 40 after. Seventeen-ketosteroids 
(total) 1.9 mg. before ACTH and 2.9 mg. after 
ACTH; 17-OH-corticosteroids, 23.1 before and 23.2 
after ACTH. Fasting blood sugar, 100 mg.* Pro- 
thrombin time, 80 per cent normal. BP 110/80. 

Skull x-rays did not reveal any enlargement of 
the pituitary fossa or any other abnormalities. X-ray 
of the chest was within normal limits and did not 
show any osteoporosis. Mentally this young man is ex- 
tremely intelligent and suffers from his feeling of 
having an abnormal appearance. 

Any help you can give me as to possible diagnosis 
and treatment or as to further necessary investigation 


will be very much appreciated. 


A. This is obviously a complex problem. My main 
reaction is that he needs further study. 

The round face and short stature bring to mind a 
few unusual disorders, in addition to Cushing’s syn- 
drome. These would include pseudohypoparathyroid- 
ism, also gonadal dysgenesis. 

One feature that has apparently not been studied is 
the gonadal deficiency. It would be helpful to know 
what the urinary gonadotropins are. Also, the bone age 
and a skin chromatin test would be of interest. 


140 


With respect to Cushing’s syndrome, the failure t. 
“over respond” to ACTH stimulation would be agains: 
a diagnosis of adrenal hyperplasia and would focu, 
on the possibility of an adrenal tumor. X-rays of the 
kidneys with dye or gas as a contrast medium would be 
indicated. 


Tetanus Immunization 


Q. Would you please evaluate the prophylaxis received 
from administering the initial injection of tetanus 
toxoid immunization at time of injury, as against 
administering tetanus antitoxin, which can cause 
complications more serious than the injury ? 


A. The present consensus is that immunization 
against tetanus affords protection up to eight years. 
Some recent work would indicate that protection may 
last as long as ten years, but this still needs further 
confirmation. Immunization with either alum-precip- 
itated or aluminum-absorbed tetanus toxoid is slow 
and does not protect an individual during the first 
week or two following possible infection with tetanus 
bacilli. If an individual has not been previously im- 
munized or if eight or more years have elapsed since 
immunization, then he should be given 5,000 units of 
tetanus antitoxin intramuscularly and 1.0 cc. of fluid 
tetanus toxoid in the opposite extremity. The indi- 
vidual should be tested for sensitivity to horse serum 
before injecting the antitoxin. 

The advantage of giving toxoid with the antitoxin 
is the fact that, should the patient have a delayed re- 
action to the horse serum so that antitoxin could no 
longer be used, the toxoid would begin to afford 
some protection and could then be used again to 
continue the treatment. Despite the complications, 
antitoxin should be used whenever there is a question 
of previous immunizations. 


Susceptibility to Meningitis 


Q. Is there such a thing as increased susceptibility to 
meningitis? I have an adult male with proven 
meningitis (pneumococcic) in April, 1950 and 1951. 
In September of this year, he had proven menin- 
gococcic meningitis. 


A. Increased susceptibility to pneumococcal menin- 
gitis is well recognized in individuals who have defects 
in their dura usually resulting from a head injury which 
often is not made out in routine history. Such in- 
dividuals have accounted for most cases of recurrent 
pneumococcal meningitis and they have sometimes 
also had additional infections with other organisms. 
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Childhood Ulcers 


(American College of Gastroenterology, New Orleans, 
Oct. 20.) Gastric ulcer should be one of the first 
diagnoses to be considered in a child who has chronic 
recurrent abdominal pain. Among 110 children seen 
in private practice who had gastrointestinal x-rays 
because of abdominal pain and other symptoms, 17 
had ulcers. Nervous tension and stress from broken 
homes, unhappy home or school life, or imagined 
difficulties could be a factor.—Dr. JosEpH SHAIKEN, 
Milwaukee. 


Vaccine Test 


(University of Notre Dame announcement, Oct. 12.) A 
new polyvalent cold vaccine is receiving a double- 
blind test this winter with 2,600 student volunteers. 
Two-thirds received the vaccine, the rest an injection 
of placebo. The vaccine contains several strains of 
viruses associated with upper respiratory infections. 
It was developed by Dr. Thomas G. Ward, virologist 
at Notre Dame’s Lobund Institute, and scientists of 
the National Institutes of Health. Dr. Ward hopes the 
attack rate of colds may be reduced by 60 to 70 per cent. 


Competitive Hearts 


(American Heart Association, San Francisco, Oct. 26.) 
The intense, hard-driving businessman appears more 
prone to heart disease than the easy-going personality. 
Eighty-three men of each type were compared, and 
the highly competitive men with intense drive had 
higher serum cholesterol levels, faster blood clotting 
time, and six to eight times as much clinical heart 
disease. The groups were similar in total caloric in- 
take, amount of total fat and animal fat ingested, in 
amount of physical activity, and in smoking and drink- 
ing habits. The results “point rather clearly to the 
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probability that the factor of behavior pattern plays a 
very great role in the increased incidence of coronary 
artery disease in this country.”—Drs. Meyer Friep- 
MAN and Ray H. Rosenman, San Francisco. 


Life Tempo 


(Ibid., Oct. 25.) A two-country study finds that Negroes 
living in South Carolina have about twice as much 
atherosclerosis of the coronary arteries as Negroes 
living in Haiti. The study covered autopsies on 139 
men and women in South Carolina over age 20, and 
128 from Haiti. Environment rather than dietary 
differences appears to be a prime factor. “There was 
almost complete agreement that the Haitian slept 
more, worried less, that his tempo of living was slower 
and less stressful than that of the Negro in the United 
States. All agreed that the Haitian habitually exer- 
cised much more, principally in hard physical labor 
and in his chief mode of transportation, walking. 
Most considered him to be a happier and more care- 
free person,” while Negroes in the United States face 
a more complex civilization and social and economic 
tensions.—Dr. Date Groom, Medical College of South 
Carolina, Charleston. 


Birthmarks 


(American Society of Plastic and Reconstructive Surgery, 
Chicago, Oct. 13.) Many hemangiomas will disappear 
before school age, and physicians should not permit 
anxious parents to pressure them into early and pos- 
sibly unnecessary treatment. The most common 
hemangioma, the strawberry birthmark, grows in the 
first six months of life, then often regresses sponta- 
neously. Treatment is necessary if a critical organ or 
feature is involved which would bring serious deformity 
or interference with function.—Dr. Louis T. Byars, 
Washington University School of Medicine, St. Louis. 
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Lengthened Palate 


(Ibid., Oct. 14.) Lengthening the soft palate with a flap 
of tissue from the throat wall improves speech in 
many children born with cleft or abnormally short 
palates. The pharyngeal flap technique has been per- 
formed on 49 patients, 35 of them children born with 
cleft palates, in the last four years. Electromyograph 
tests on 18 patients indicate the throat flap acts as a 
dynamic muscle unit rather than a static ridge of tissue 
in closing the air space between palate and throat. 
—Dr. Tuomas Ray Broapsent, Salt Lake City, Utah. 


Yogi Physiology 


(University of Michigan announcement, Ann Arbor, 
Oct. 23.) Swami Shantananda, a prominent yogi from 
India, submitted to a battery of tests during periods of 
deep yogic meditation. Superficial inspection of elec- 
troencephalograph measurements shows he definitely 
was not asleep during this period of immobility, and 
was not even drowsy. While the tests are still being 
analyzed, “it now appears we will confirm the results 
of our 1957 field trials in India when we discovered 
that yogic breathing could drop down to 4 per minute.” 
—Dnr. Basu K. Baccut, University of Michigan. 


"Flu Return 


(U.S. Public Health Service announcements, Oct. 25.) 
Asian influenza will be present again this year, but 
much milder in its striking power. Last year it perhaps 
hastened the deaths of some 78,000 Americans, most 
of them 55 years plus in age, who already were suffer- 
ing from heart, lung and other disease conditions.— 
Dr. Leroy Burney, surgeon-general. 


Cancer Trial 


(Sixth Annual Sympostum on Antibiotics, Washington, 
D.C., Oct. 16.) Mitomycin C, a relatively new anti- 
biotic, from preliminary trials might be promising as 
an antitumor agent. It was administered to 82 patients 
with advanced malignancy by intra-arterial route (18 
patients) direct infiltrative injection into the tumor 
tissue (4) and intravenously (64). Tumor regression, 
with sometimes complete disappearance, was noted 
clinically, with many patients gaining weight and 
increased activity, plus improvement in other symp- 
toms. One-third to four-fifths of patients developed 
leukopenia when the drug was given intravenously or 
by intra-arterial route. Fewer suffered anorexia, fe- 
ver, general fatigue and slight petechiae. The leuko- 
penia was generally temporary. The best method of 


administration appears to be intra-arterial through 
polyethylene tube indwelt in the artery to facilitate 
therapeutic effects and prevent toxicity.—Drs. YAEMON 
Sumana, Katsusi Sakal, and Tatsuo TERANAKA, Osaka 
City University Medical School, Osaka, Japan. 


Staph Fighter 


(Ibid., Oct. 16.) *“Thirty patients with severe staphylo- 
coccal and streptococcal infections have been treated 
with vancomycin during the past year. Sixteen had 
positive blood cultures. Results were in general excel- 
lent, and often dramatic in instances where other anti- 
biotics had failed. Vancomycin is probably the best 
drug now available for treating severe staphylococcal 
infections.” Two years ago, relatively impure lots of 
the antibiotic had produced phlebitis, drug fever and 
renal irritation in some cases, but “the clinical materi- 
al now available is much better tolerated and produces 
relatively few side effects.” No vancomycin-resistant 
staphylococci have been encountered.—Drs. WILLIAM 
M. M. Kirsy, Davy M. Perry, and James L. Lane, 
University of Washington School of Medicine, St. Louis. 


New Pipelines 


(American College of Surgeons, Chicago, Oct. 8.) Syn- 
thetic fiber tubes are proving highly effective as artery 
grafts, so much so that some human artery banks are 
closing down. Recent studies show that connective 
scar tissue forms around the synthetic vessel, ulti- 
mately works through the walls and creates the same 
type of tissue of a natural artery lining. The synthetic 
tubes are made jointless and seamless, can be knitted, 
woven or molded into any desired shape, and are 
easily available furthermore.—Drs. W. STERuinc Ep- 
warDs wl, Birmingham, Ala.; Oscar CreeEcu, Jr., 
New Orleans, and Ratpu A. DETERLING, Jr., New York. 


Booster Heart 


(Ibid., Oct. 8.) An ingenious “second heart” is working 
successfully in dogs, reducing the work of their own 
hearts as much as 25 per cent. The left half of the 
diaphragm is wrapped around the aorta, and rhyth- 
mically squeezes and relaxes to pump blood. The 
synchronizing signal is derived from the myocardium’s 
electrical potentials. External electrodes and a small 
battery-operated transmitter pick up the current from 
the heart, convert it into radiowaves which are broad- 
cast back to a tiny receiver in the body. This receiver 
stimulates the phrenic nerve to make the diaphragm 
squeeze in rhythm with the heart beat.—Dr. ADRIAN 
Kantrowi1z, Maimonides Hospital, Brooklyn, N.Y. 
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intrathoracic Smooth Muscle Hyperplasia 


LOCALIZED HYPERPLASIA of smooth muscle in pulmonary 
bronchioles, vessels and lymphatics has been reported 
in the foreign literature, and often associated with 
microcystic emphysema and chylothorax. This muscu- 
lar hyperplasia may be sufficiently diffuse and striking 
to resemble tumor. Laipply and Sherrick studied two 
cases of their own, plus the reported cases, and have 
concluded that the long-continued presence of 
chylothorax is necessary for the development of pul- 
monary muscular hyperplasia. 

In many instances, chylothorax can be traced 
directly to trauma, with rupture of the thoracic duct. 
This leads to inflammation and chyle stasis in medias- 
tinum, lungs and pleura. 

These authors now postulate that proliferation of 
smooth muscle is secondary to lymphatic obstruction, 
and that microcystic emphysema develops as the result 
of decreased interalveolar elastic tissue. They prefer 
the term “‘angiomyomatous hyperplasia” for this 
lesion, and have established that it is cytologically 
benign. Lack of familiarity with this clinical and 
pathologic entity will lead to confusion with several 
types of tumor. (Lab. Invest., 7: 387, 1958.) 


Needle Biopsy of the Parietal Pleura 


Merst1rz, POLLARD AND PURVES HAVE USED a needle to 
obtain a biopsy of the parietal pleura while aspirating 
a pleural effusion. They have used this procedure in 
161 patients. The only complications were one small 
subcutaneous hematoma and one small pleural effusion. 
Neither of the patients required treatment for the 
complications. 

The results in 116 of 161 patients are illustrated in 
the table at the right. In 72 of 116 cases, a definite 
diagnosis was made. It seems that this procedure may 
give a definite diagnosis quickly and with little dis- 
comfort to the patient. (Lancet, 2:873, 1957.) 


GP December 1958 


Tips from Other Journals 


Comparison of Oral Penicillin G and Penicillin V 


LOMBARDI AND HIS ASSOCIATES compared the effective- 
ness of oral penicillin G with oral penicillin V in the 
treatment of the common infections encountered in the 
general practice of medicine. In their series, the selec- 
tion of patients was largely predicated upon the possi- 
bility of using oral penicillin G in one case and equal 
amounts of oral penicillin V in another with a similar 
syndrome. All patients treated had acute infectious 
diseases that could be diagnosed clinically and by 
simple laboratory procedures. The diagnoses included 
acute nasopharyngitis, acute pharyngitis, sinusitis, 
cellulitis, otitis media, pneumonia and bronchitis. 

One hundred thirty-six cases were included in the 
study, and a clinical evaluation of the responses re- 
vealed that either agent is effective in the management 
of many infectious bacterial diseases encountered in 
outpatient practice. 

There is general agreement that penicillin V is 
stable in acid solution, whereas considerable amounts 


RESULTS OF NEEDLE BIOPSY OF PLEURA 


Tuberculosis 78 51 5 a 
Malignant 28 8 7 10 3 


Pneumonia 10 1 fe] 7 2 
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of penicillin G are lost during the digestive process. 
This explains in large part why higher blood levels are 
obtained with the administration of penicillin V than 
with penicillin G. However, the authors’ results have 
demonstrated that oral penicillin G is as effective and 
as desirable as oral penicillin V. High blood levels are 
not necessary for most of the infections that the physi- 
cian treats on an ambulatory basis. Apparently there is 
a minimal level of the dosage that penicillin G attains 
and this level is as satisfactory as the level reached with 
penicillin V. 

The authors were so impressed with the satisfactory 
therapeutic responses that were obtained with oral 
penicillin G and oral penicillin V that they are of the 
opinion that they can be used successfully and can re- 
place parenteral penicillin in the great majority of in- 
fectious diseases seen in office practice and in the out- 
patient department. (Antibiot. Med. ¢ Clin. Therapy, 
5 :466, 1958.) 


Fat and Nitrogen Absorption with the Stomach Ex- 
cluded 


IT HAS GENERALLY BEEN NOTED that nutrition is poor in 
patients following total gastrectomy. The percentage 
of fat and nitrogen absorbed by gastrectomized patients 
and dogs is less than that absorbed by normal subjects. 
Nutrition, as measured by weight gain and fat and 
nitrogen utilization studies, is more satisfactory in pa- 
tients and animals with a remnant of stomach. This 
suggests that the stomach, in addition to its usual role 
in digestion, has perhaps an endocrine role in promot- 
ing fat or nitrogen absorption from the gastrointestinal 
tract or that the presence of gastric juice in the small 
intestine might facilitate absorption. 

Plzak, Price and Woodward have attempted to de- 
lineate such a mechanism, if it exists, by determining 
the absorption of fat and nitrogen in dogs during three 
consecutive experimental situations. These were: (1) the 
entire stomach was excluded by a Roux Y esophago- 
jejunostomy, (2) the secretions of the completely iso- 
lated stomach were drained to the exterior through a 
gastric cannula, (3) the stomach was removed from the 
animal. 

When the stomach was excluded, a moderately severe 
defect in the absorption of ingested fat and nitrogen 
developed. This defect was not made worse either by 
drainage of the gastric secretions to the outside or by 
the total removal of the stomach. These results sug- 
gest that the entrance of gastric juice into the small 
intestine does influence the digestive processes at this 
level, and that the stomach exerts no endocrine effect 
on the digestive processes of the small intestine in the 


absorption of fat and nitrogen. (Surgery, 44:299, 1958.) 
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Encephalopathy in Pulmonary Disease 


BACCHUS REPORTS two cases with symptoms and signs 
of increased intracranial pressure due to primary prol)- 
lems related to pulmonary exchange. The history of 
both of these patients revealed episodes of disorienta- 
tion, confusion, ataxia, severe headaches and _ thick 
speech. 

The mechanism of this syndrome of encephalopathy 
associated with pulmonary disease has been suggested 
as being due to the hypercapnia and hypoxia second- 
ary to the decreased ventilation in the lungs, whether 
secondary to an infectious process, to pulmonary 
edema or to vascular problems. The hypercapnia and 
hypoxia are presumed to cause cerebral vascular dila- 
tation with subsequent edema and congestion of the 
brain. 

The spinal fluid protein levels have been observed to 
be low in patients with this syndrome. The mechanism 
of this change is not clear, but it might be suggested 
that the mechanism might involve an alteration in the 
permeability of the dilated vessels, permitting the dif- 
fusion of perivascular fluid into the cerebral spinal 
fluid system. 

It is important to establish the diagnosis of these 
cases and to differentiate this syndrome from brain 
tumor, cerebral vascular accidents, hypoglycemia and 
thromboembolic problems. The outstanding features 
of the syndrome are: (1) underlying lung disease, 
whether primary ventilatory or diffusion defects; (2) 
evidence of secondary polycythemia; (3) clinical pat- 
terns of headache, stupor or coma associated with 
areflexia or with focal neurologic signs; (4) increased 
cerebral spinal fluid pressure associated with papil- 
ledema and retinal vein engorgement; and (5) low 
cerebral-spinal fluid proteins. (Arch. Int. Med., 102: 
194, 1958.) 


Dietary Control of Essential Hyperlipemia 


EssENTIAL HYPERLIPEMIA is the presence of lipemic 
serum in fasting persons without associated disease. 
The fasting lipemic blood contains increased amounts of 
neutral fat, phospholipids and usually cholesterol. 
Since arteriosclerosis is associated with essential hy- 
perlipemia, an effort should be made to correct the 
elevated blood cholesterol and neutral fat. 

Amatuzio and Hay demonstrated that essential hy- 
perlipemia could usually be controlled by selectively 
eliminating dairy foods, coconut oil and alcohol with- 
out other restriction in dietary fat in most cases. The 
fasting serum became clear with the return of the blood 
lipids to normal values. (Arch. Int. Med., 102:173, 
1958.) 
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CARDIAC HYPERTROPHY 


Cardiac Size After Myocardial Infarction 


‘THERE HAS BEEN SOME DISPUTE regarding the possibility 
that myocardial infarction per se causes cardiac hyper- 
trophy. Weiss and Weiss restudied the problem by ob- 
servations of 489 patients who survived an acute myo- 
cardial infarction for at least two months and who had 
a normal-sized heart at the time of the infarction. 
These were all first-infarction cases. Most of them were 
observed for from one to ten years following infarction. 

Cardiac hypertrophy was an infrequent sequel, de- 
veloping in only eight cases, in the absence of generally 
accepted factors such as hypertension, valvular disease 
or cor pulmonale. Congestive heart failure was a com- 
mon denominator in all eight cases. 

The authors did not try to explain the mechanism 
whereby congestive heart failure produces cardiac 
hypertrophy. They proposed that cardiac hypertrophy 
follows myocardial infarction in the sequence shown in 


the above table. (Am. J. M. Sc., 234: 129, 1957.) 


Steroids in Pulmonary Disease 


SuuBIN and his associates report on the use of steroids 
and their relationships, bad and good, to tuberculosis. 
They report 38 cases of reactivated tuberculosis in pa- 
tients receiving corticosteroids for a variety of condi- 
tions. The main reasons for reactivated tuberculosis in 
this series were failure to investigate the possibility of 
latent or inactive tuberculosis, failure to administer 
antituberculosis drugs along with the steroids, and 
excessive dosage and prolonged administration of 
steroids. As a result of their findings, they recommend 
that the following basic principles be considered: 

1. Administer the minimal maintenance dose neces- 
sary to obtain desired clinical results. 

2. Tuberculin test and x-ray film of the chest of all 
patients before starting therapy with steroids. 

3. If suspicious of latent or inactive tuberculosis, 
administer simultaneous antituberculous therapy. 

4, After steroid therapy is discontinued, the pa- 
tient’s reaction to stress is diminished for at least six 
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months, and for this reason the readministration of 
steroids at times of stress, such as surgery or infections, 
is not only necessary but lifesaving. 

The second part of the authors’ report is concerned 
with the use of steroids and antituberculous chemo- 
therapy in active tuberculosis. In spite of the many 
good results with chemotherapy in tuberculosis, there 
is still a group of patients who have received all forms 
of therapy without clinical or x-ray improvement. The 
possibility of adrenal insufficiency as a factor in the 
poor response was considered and confirmed by a low 
24-hour, 17-ketosteroid output. This study indicates 
that the steroids should be used in those patients 
whose adrenals have become exhausted and do not 
react favorably to the stress of disease. The first 
studies were on patients with poor prognosis froin 
acute miliary or meningeal tuberculosis. As a result of 
the favorable response in the original terminal patients, 
the use of steroids was gradually expanded to include 
the more chronic forms of tuberculosis which were not 
responding to combined antituberculous therapy and 
to those showing allergic reactions to antituberculosis 


drugs. (Dis. of Chest, 34:138, 1958.) 


Preservation of Mammalian Cells 


SwIM AND HIS ASSOCIATES, in recent work with multiple 
strains of mammalian cells in tissue culture, have shown 
that it is feasible to preserve certain strains of these 
cells for as long as three years. The cells are grown in 
tissue culture and 5 to 15 per cent of glycerol is added 
to the culture media. The cells are then frozen and 
stored at minus 78°C. by the use of dry ice. 

The authors’ work indicates that the percentage of 
glycerol, the rate of freezing and the rate of thawing 
are all important to the viability of the cells. Glycerol in 
concentrations above 15 per cent was toxic to the cell 
strains used in the experiment. Freezing of the cells 
at an approximate rate of 20°C. per minute and thaw- 
ing by placing the frozen tubes in a bath at 37°C. was 
found to give the best viability. (Cancer Research, 18: 
711, 1958.) 
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MICROSCOPIC DIAGNOSIS OF 464 CASES 
OF DYSFUNCTIONAL UTERINE BLEEDING 
Number of 
cases Per cent 
Proliferative endometrium 
Secretory endometrium 113 24 
Cystic glandular hyperplasia 60 13 
Premenopausal 50 
Postmenopausal 10 
Adenomatous hyperplasia 15 3 
Premenopausal W 
Postmenopausal a 
Postmenopausal, nonhyperplasia 60 13 
Insufficient tissue 23 5 
Atrophy of endometrium 8 2 
Irregular shedding 8 2 
Total 464 100 


Pulsations of the Chest 


Horst AND BiackarpD emphasize that all the informa- 
tion possible should be extracted from simple bedside 
examinations. They demonstrate this principle with 
the example of pulsations on the front of the chest. 
The most important factor in extracting information 
from these phenomena is to be sufficiently interested 
to search specifically for them. 

_ In inspecting and palpating the chest, a “delay” is 
experienced, similar to that when one tries to feel the 
dorsalis pedis artery. In such cases, several minutes of 
looking and feeling may be required. The tangential 
rays of a flashlight are helpful in identifying pulsating 
areas. 

Pulsations in the right or left sternoclavicular joints 
may signify aneurysm of the aorta. Prominent pulsa- 
tions in the second and third intercostal spaces adja- 
cent to the sternum usually mean that the pulmonary 
artery is dilated. This may occur in mitral stenosis, 
septal defects, patent ductus or pulmonary arteriolar 
disease. Prominent pulsations over the lower portion 
of the sternum and the adjacent precordium on the 
left may be due to right ventricular hypertrophy. In 
addition, they may follow myocardial infarction that 
involves the septum. Over the apical area, forceful and 
sustained lifting of the fingers is diagnostic of left 
ventricular hypertrophy. Abnormal apical impulses 
often follow anterior myocardial infarction. Finally, 
over the epigastrium, there are abnormai impulses pro- 
duced by the right ventricle in pulmonary emphysema. 
These must be differentiated from those produced by 
the aorta. (Am. Heart J., 56: 159, 1958.) 


146 


Dysfunctional Uterine Bleeding 


MuNNELL AND Fuck have studied 464 hospitalized 
patients with a surgical diagnosis of menorrhagia, 
metrorrhagia, or both, in whom the bleeding was not 
due to neoplasm, inflammation or pregnancy. The 
bleeding, often called dysfunctional bleeding, may be 
due to hyperplasia that is cystic, glandular or adeno- 
matous or unknown. 

All of these patients had a diagnostic curettage. The 
cause of this bleeding is unknown, but most believe it 
is due to a hormonal disturbance. The microséopic 
diagnoses in these cases are seen in the table at the left. 
Sixty of these patients were postmenopausal and were 
more apt to show atrophic endometrium or insufficient 
tissue. There was no correlation between the pattern of 
bleeding and the microscopic diagnosis. Only 31 


‘ patients were found to be anemic. 


The treatment of these patients was dilatation and 
curettage in 382 patients, dilatation and curettage plus 
radium or roentgen radiation in 61, and hysterectomy 
in 21 patients. Dilatation and curettage was most 
effective in patients with nonhyperplasia. The dose of 
radium therapy used was 2,000 to 2,250 milligram 
hours; in a few patients deep roentgen therapy was 
used. Patients in the child-bearing age should be sub- 
mitted to hysterectomy only as a last resort. (Surg., 


Gynec. & Obst., 106:321, 1958.) 


Varicella in the Newborn 


NEONATAL CHICKENPOX is rare, and virus isolation has 
been reported only once in such a case. Ehrlich, Turner 
and Clarke now report the instance of a female infant 
whose mother developed typical varicella two days be- 
fore delivery. On the seventh day of life, a papular rash 
was noted on the scalp. The following day, vesicles 
appeared on the scalp and chest. By the twelfth day, 
there was a dense generalized vesicular eruption and 
grunting respirations. The chest x-ray showed 
bronchopneumonia in both lung fields. Despite in- 
tensive therapeutic measures, death occurred on the 
twelfth day. 

At autopsy, besides the typical skin lesions of 
varicella, there were numerous hemorrhagic foci of 
necrosis in the lungs, liver, adrenals, ovaries, kidney 
and gastrointestinal tract. Intranuclear inclusion 
bodies were found in all of these organs. No bacterial 
pathogens were cultured. Virus culture methods re- 
vealed the cytopathogenic changes in human amnion 
cells that are typical of the varicella virus. 

Neonatal varicella has a high mortality. While in- 
trauterine infection seems likely in this case, it is also 
possible that the disease can be acquired from the 
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mother through contact with vesicles. Recent reports 
of attenuation of chickenpox with gamma globulin 
suggest that gamma globulin should be given to all in- 
fants who are exposed to the disease in the immediate 
prenatal or neonatal period. (J. Pediat., 53:139, 1958.) 


The Skin in Carbon Monoxide Poisoning 


ALTHOUGH “cherry red” or vermilion discoloration of 
the skin has been considered an essential clinical sign 
of acute carbon monoxide poisoning, Dutra points to 
several reported series that indicate this to be a rela- 
tively rare sign. Instead, there are several other types 
of skin findings that are quite common in these cases. 
These lesions are probably the result of hypoxia, and 
range from erythema with edema to necrotic ulcera- 
tion. 

This author reports that, of 14 cases of fatal carbon 
monoxide poisoning, seven had skin lesions at the time 
of admission to the hospital. In five of the patients, 
these consisted of focal erythema with edema, located 
over bony prominences. Two had deep, focally necrotic 
lesions. 

Three factors probably contribute to the develop- 
ment of such lesions. First, there is usually hypotension 
due to the effects of carbon monoxide on the heart and 
blood vessels. Thus, there is poor perfusion of the 
skin, especially in areas subjected to external pressure. 
Second, the oxygen content of the blood may be re- 
duced below the level required to support tissue 
metabolism. Finally, intravascular thrombosis in re- 
gions where pressure has been exerted (e.g., over bony 
prominences in an unconscious individual) appears to 


play a role. (Lab. Invest., 7:328, 1958.) 


Toxicity of Sulfamethoxypyridazine 


SULFAMETHOXYPYRIDAZINE (KYNEX) is a new sulfonamide 
that has been shown to have an antibacterial activity 
equal to sulfadiazine, an equivalent blood level being 
achieved and maintained on a substantially lower 
dosage than with any previous preparation. Vinni- 
combe treated a series of 110 patients with sulfa- 
methoxypyridazine for nonspecific genital tract infec- 
tion in order to assess its toxicity. 

It was found that eight men and four women com- 
plained of symptoms referable to the drug. Nine pa- 
tients complained of headache, usually frontal and 
arising after two or three days’ treatment. All resolved 
within 24 hours of termination of therapy. Anorexia, 
nausea and giddiness were other complaints. No 
serious manifestations of drug sensitivity or toxicity 


were observed. (Antibiot. Med. ¢ Clin. Therapy, 5:474, 
1958.) 
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Urinary Suppression After Ureteral Catheterization 


THE TERM “REFLEX ANURIA” has been applied to the 
severe oliguria or anuria that sometimes follows ure- 
teral catheterization. The term arose from the belief 
that suppression of urine flow is a result of neurogenic 
factors mediated through the autonomic nervous fl 
system. Having had an opportunity to study three 
patients in whom this syndrome developed, Sirota 
and Narins concluded that the cause of urinary sup- 
pression is obstruction of the ureteral orifices by focal 
bullous edema of the bladder mucosa. In these three 
patients, severe oliguria and rapidly progressive azo- 
temia followed nontraumatic ureteral catheterization. 
The pathologic feature previously mentioned was dis- 
closed when cystoscopy was repeated during the 
course of the oliguria. 

The authors proposed that this comparatively rare 
complication of ureteral catheterization is an idiosyn- 
cratic reaction. Perhaps it results from unusual sensi- 
tivity of the bladder or ureteral mucosa to trauma, the 
formaldehyde used for catheter sterilization or the con- 
trast medium used for pyelography. Certainly the syn- 
drome should be distinguished from “lower nephron 
nephrosis” (acute tubular necrosis). The main dif- 
ferential features are shown in the table below. (New 
England J. Med., 257: 1,111, 1957.) 


DIFFERENTIATION OF ‘‘REFLEX ANURIA'’ 
AND ‘‘LOWER NEPHRON NEPHROSIS'’ 


Reflex Anuria 


Lower Nephron Nephrosis 


Bullous edema of 
bladder mucosa 


Ureteral manipulation 


Tubular necrosis ‘ 


Shock, hemolysis, blood loss, 
tissue trauma, nephrotoxins 
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Serum Transaminase in Delirium Tremens 


Ir 1s Now well known that the serum level of glutamic- 
oxalacetic transaminase (GOT) is elevated in acute 
myocardial infarction and in acute liver cell damage. 
This enzyme is widely distributed in the cells of the 
body, and it is thought that the enzyme is liberated 
into extrace!lular fluids when cells are acutely damaged 
(necrosis). 

Allgén and his coworkers measured GOT levels in 
about 400 cases of delirium tremens and allied condi- 
tions. Most of the patients had evidence of chronic 
liver disease by other clinical and laboratory criteria. 
During the course of delirium tremens, GOT levels 
rose to great heights—the elevation being simultaneous 
with the mental and physical symptoms. As the delirium 
subsided, the GOT level reverted rapidly to normal. 

The authors consider that these findings suggest 
that acute liver cell damage is a feature of delirium 
tremens, although the possibility cannot be excluded 
that the elevation of GOT levels is due to damage in 
cells of other organs (skeletal muscle, heart, kidney or 
brain). (Science, 128:304, 1958.) 


Heredity and Dental Caries 


IT Is WELL KNOWN that environmental factors play a 
large role in the development of dental caries. In 
addition. observations of families and in siblings have 
suggested that there is a familial pattern in the inci- 
dence of caries. Those observations have been inter- 
preted as evidence for a genetic influence. 

In order to substantiate the latter thought, Horo- 
witz, Osborne and DeGeorge carefully appraised the 
amount of dental caries in 49 like-sexed pairs of adult 
Caucasian twins in good general health, drawn mainly 
from middle-income residents in New York City. The 
authors found a significantly greater variance in the 
incidence of dental caries among dizygotic twins than 
among monozygotic twins. This finding seems clearly 
to substantiate the presence of a hereditary influence 
upon the incidence of dental caries. (Science, 128:300, 
1958.) 


Determination of Residual Urine Volume 


CoTran AND Kass have devised a simple method for 
determination of the volume of residual urine in the 
bladder without catheterization. The method is appli- 
cable especially for screening purposes in patients who 
can be expected to excrete phenolsulfonphthalein at a 
normal rate (normal renal function) and who are able 
to retain their urine for a minimum of three hours. 

The usual way for determination of residual urine 
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volume is by catheterization. This method is potential! y 
traumatic and entails the risk of introducing pathogenic 
bacteria into the bladder. Residual urine can also |e 
determined following intravenous pyelography if 
radiopaque dye is still present in the bladder after tlie 
patient has voided. However, that method has the 
obvious disadvantages of being expensive and non- 
quantitative. 

The phenolsulfonphthalein method proposed by 
Cotran and Kass depends upon the fact that normal 
renal function permits excretion of almost all phenol- 
sulfonphthalein within three hours after intravenous 
injection of the dye. With certain variations in the 
time during which the test is run, the patient is re- 
quested to empty his bladder, and the concentration 
of the dye in the voided urine is determined. If reten- 
tion of urine has occurred, the urine obtained in a sub- 
sequent voiding will also contain dye. The volume of 
residual urine can be calculated from the following 
formula: 

U: X V2 
in which V, is the volume of residual urine in milliliters, 
U; and U, are the concentrations of phenolsulfonph- 
thalein in milligrams per milliliter in the first and 
second specimens respectively, and V2 is the volume 
of the second urine specimen in milliliters. (New Eng- 
land J. Med., 259:337, 1958.) 


Simulation of Acute Abdomen 


Ir Is WELL KNOWN that systemic lupus erythematosus 
frequently is accompanied by abdominal symptoms. 
However, previous reports have not indicated that such 
symptoms may take a form in which an acute surgical 
condition of the abdomen is simulated. That this was a 
defect in knowledge is indicated by a report by Pollak 
and his coworkers of 14 patients with systemic lupus 
erythematosus in whom abdominal symptoms were 
severe enough to warrant consultation with a surgeon. 

In four patients of that report, the predominant 
clinical picture was that of acute pancreatitis. In the 
remaining ten patients, the abdominal symptoms were 
related to a “lupus vasculitis” of the wall of the bowel 
and its appendages. In the latter group, a variety of 
clinical diagnoses were made—appendicitis, cholecys- 
titis, perforating peptic ulcer, volvulus, paralytic ileus, 
obstruction of the small bowel, severe gastroenteritis, 
parametritis, infection of the broad ligament and 
infective peritonitis. In some instances, there was no 
way to exclude the original clinical diagnosis except 
by abdominal exploration. (New England J. Med., 
259:258, 1958.) 
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Drug 


Meprobamate (6.4 Gm. daily) 


Meprobamate (3.2 Gm. daily) 


PREVALENCE OF ABSTINENCE REACTIONS AFTER WITHDRAWAL OF MEPROBAMATE 


reccton 


9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 


ae Moderate Reaction ae Severe Reaction 


Meprobamate Habituation 


IN A CAREFULLY CONTROLLED CLINICAL sTUDY of the 
effects of meprobamate at two dosage levels (3.2 Gm. 
and 6.4 Gm. daily), Haizlip and Ewing found that the 
drug closely simulates the barbiturates in three re- 
spects principally. First, tolerance develops; second, 
abstinence reactions occur when the drug is stopped 
abruptly; and third, as with any relaxing agent, 
patients become dependent upon the drug. 

The doses used in this clinical study were in excess 
of those recommended for usual purposes. The usual 
advised upper limit is 2.4 Gm. daily. Nevertheless, 
the facts of the study are of interest for the guidance 
of physicians who are observing patients on smaller 
doses of meprobamate. 

After patients had been taking meprobamate for 
40 days and the drug was stopped abruptly, an 
abstinence syndrome was observed in 44 of 47 patients 
(see the diagram above). The authors described it as 
follows: ‘The typical withdrawal syndrome included 
various degrees of insomnia, vomiting, tremors, muscle 
twitching, overt anxiety, anorexia and ataxia. Eight 
patients showed a picture of hallucinosis with marked 
anxiety and tremors much resembling delirium trem- 
ens. In three patients grand mal seizures developed.” 
(New England J. Med., 258:1181, 1958.) 


Acetazolamide for Epilepsy 


THE CARBONIC ANHYDRASE inhibitor, acetazolamide 
(Diamox), tends to produce metabolic acidosis and 
dehydration. These are well-recognized methods of 
taising the convulsive threshold. However, similar 
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chemical effects, when produced with other drugs, do 
not control seizures as well as does acetazolamide. It is 
the present consensus that the, anticonvulsant action 
of this drug is probably largely due to the inhibition of 
carbonic anhydrase in the central nervous system. This 
mechanism at the neuronal level is not understood. 

Holowach and Thurston used this agent in 56 pa- 
tients, ranging in age from 3 months to 16 years, whose 
epilepsy remained uncontrolled when treated with the 
gamut of available anticonvulsants. The dose of aceta- 
zolamide was empirical, ranging from 250 mg. to 1,000 
mg. a day. 

Seizures were completely controlled in 62.5 per cent 
(35 cases) ; 16 per cent (nine cases) showed a reduction 
by one-half in the frequency of seizures, and 21.4 per 
cent (12 cases) demonstrated no significant benefit 
from the addition of the drug. 

The anticonvulsant action was prompt and there 
were few side effects. However, tolerance develops in 
some cases. Restarting the drug at intervals may renew 
its effect. These authors conclude that this agent is of 
considerable value in the management of epilepsy. (J. 


Pediat., 53:160, 1958.) 


Physiologic Defects in Chronic Bronchitis 


AccorDING To RenzetTI and his associates, the term 
“chronic bronchitis” has often been used to describe 
conditions in which there is parenchymal lung disease 
in addition to bronchial abnormalities. And most fre- 
quently this associated pulmonary pathology is em- 
physema. In view of the reported disparity between the 
clinical diagnosis of emphysema by experienced chest 
physicians and its laboratory verification, it is obvious 
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that for purposes of study, the presence of emphysema 
can only be established by adequate laboratory investi- 
gation. From these considerations, it would seem im- 
portant that both clinical and physiologic criteria be 
used to define chronic bronchitis. 

The authors define chronic bronchitis as a condition 
characterized by cough, which occurs at least ten 
times per day every day for at least six months in the 
absence of evidence of any other bronchopulmonary 
disease, including emphysema, as determined by lung 
volume measurement. As determined by clinical and 
roentgenographic examination, the presence of bron- 
chiectasis, pneumoconiosis, neoplasia, tuberculosis or 
other inflammatory fibrotic or granulomatous disease 
of the lung (as well as pulmonary disease secondary to 
cardiac or other systemic illness) was a cause for exclu- 
sion from the study. A characteristic history of parox- 
ysmal bronchial asthma was also reason for exclusion, 
unless it was of less than a year’s duration in the dis- 
tant past. Emphysema was considered to be present 
when the ratio of residual to total lung volume was 
greater than 35 per cent, together with a normal or 
greater than normal total lung capacity. 

Clinical studies indicated that the majority of the 
group had had pneumonia or pertussis in the distant 
past, but in only one instance did the chronic cough 
have its onset with the pulmonary infection. A history 
of more than one episode of respiratory infection for a 
year which was associated with an increase in cough 
was elicited in 19 per cent, and some chronic disease of 
the upper respiratory tract was present in 14 per cent 
of the group. Although none of the patients could be 
considered to have pneumoconiosis by chest roentgen- 
ography, almost one-third of them had an occupational 
exposure of one or more years to some form of bron- 
chial irritant. The histories of cigarette smoking re- 
vealed that 15 per cent were nonsmokers. 

Most of the subjects with chronic bronchitis had 
normal maximal ventilatory capacities when compared 
with the control group. Forty-seven per cent of the 
patients showed an abnormal distribution of air as it 
entered the lungs. By this is meant that the air inhaled 
did not uniformly become distributed to all portions of 
the lung. This most likely arose from localized areas of 
poor aeration in the lung which in turn could result 
from eithér bronchiolar obstruction or regional alter- 
ation in the elastic properties of the lung. The arterial 
oxygen saturation was reduced, either at rest or fol- 
lowing a standard exercise test, in 63 per cent of the 
patients with bronchitis. The hypoxia observed prob- 
ably arises in areas of the lung that are underventilated 
in relation to their circulation. 

Patients with emphysema demonstrate not only an 
abnormality in distribution of air as it enters the lung 
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and hypoxia, but show also a significant decrease in 
vital capacity and maximal ventilatory capacity. it 
seems likely, in view of the type and incidence of func- 
tional abnormalities, that some of these patients with 
chronic bronchitis are in an early phase of a natural 
history of chronic pulmonary emphysema. (Am. Rev. 
Tuberc., 78:191, 1958.) 


The Spleen and Sickle-Cell Disease 


SPRAGUE AND PaTERSON appraised the relationship of 
the spleen to the anemia of sickle-cell disease by study- 
ing the survival time of red blood cells under various 
circumstances. They used the radioactive chromium 
method. 

The life span of erythrocytes in patients who had 
undergone splenectomy was significantly longer than 
in patients from whom the spleen had not been re- 
moved. Similarly. the survival time of erythrocytes was 
shorter in patients in whom splenomegaly was a fea- 
ture of sickle-cell disease than in patients in whom the 
spleen had atrophied. These results imply that the 
hemolytic process in sickle-cell anemia is accelerated 
in the presence of the spleen. (Blood, 13:569, 1958.) 


Granulatiors, Bacteria and Grafts 


ALTHOUGH the terms “clean” and “healthy” are often 
applied to granulation tissue, particularly with refer- 
ence to its suitability as a bed for skin grafting, very 
little study has been made of bacterial contamination 
from an objective standpoint. Eade has investigated 
granulation tissue by quantitative bacterial culture 
techniques and pH determinations, and correlated the 
behavior of skin grafts on areas where the numbers and 
types of organisms were known. 

Thirty-four patients with a total of 76 different areas 
of healthy granulating surfaces were studied. Qualita- 
tive and quantitative determinations were made of the 
organisms still present after thoroughly washing and 
rinsing these areas. These values ranged from three to 
225,000 per square inch. No significant correlation 
existed between these values and the age of the granu- 
lation tissue, the pH or the “take” of the skin grafts. 
Similar cultures were taken one to 24 hours after skin 
grafting by peeling back the graft to obtain the culture. 
The results showed that from about two hours after 
the graft was applied, the organisms rapidly decreased 
in number. This was true whether autografts or viable 
or nonviabie homografts were used. 

The bacteria represented a mixture of flora in which 
the most common organisms were hemolytic Staphy- 
lococcus aureus, Pseudomonas and Proteus. It was 
found that in burned patients, the granulation tissue 
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was heavily contaminated with organisms and coverage 
with fresh viable or preserved nonviable homografts 
permits the granulation tissue to destroy surface bac- 


teria rapidly. (Pl. ¢& Recon. Surg., 22:42, 1958.) 


Silent Gastric Sarcoidosis 


SARCOIDOSIS OF THE STOMACH mucosa is rare, although 
hemorrhage has occurred even when the involvement 
is microscopic. The incidence of this site of involvement 
is unknown, most cases being encountered accidentally. 

Palmer obtained gastric mucosal biopsy specimens in 
60 patients undergoing study for suspected sarcoidosis 
on the basis of chest x-ray findings. All had normal 
upper gastrointestinal x-ray studies. None had symp- 
toms suggesting gastric disease. 

Sarcoidosis was found in six biopsy specimens. None 
of these cases had shown gross gastroscopic abnor- 
malities. The granulomas found in the gastric mucosa 
were entirely similar to those found subsequently in 
other tissues. 

Palmer emphasizes that this sampling technique de- 
pends on diffuse involvement for a positive result. The 
present study thus suggests that silent gastric sar- 
coidosis may not be rare. Further, this condition 
probably does not often advance to a point where 
serious clinical consequences occur. (J. Lab. & Clin. 


Med., 52:231, 1958.) 


Hemostatic Ligature Techniques 


SaFE LIGATURE of large arteries may present a major 
problem during surgery, particularly if the segment 
available for tying is a short one. Weil and State, using 
dogs as experimental animals, have studied various 
techniques of ligation. They selected arteries of three 
sizes: moderate-sized systemic arteries, large thin- 
walled intrathoracic arteries and a large thick-walled 
artery. The vessels were ligated with the following 
diameters of silk suture: 000, 00 and 0. Four tech- 
niques of applying the ligatures were used: (1) a free 
tie with a square knot, (2) a free tie with a surgeon’s 
knot, (3) a “‘stick-tie” in which the needle caught the 
wall of the vessel at two opposite points without enter- 
ing the lumen and the ligature was tied with a square 
knot, (4) and a transfixing suture, in which the needle 
penetrated the lumen in its midpoint and emerged on 
the opposite side, with completion of the suture ap- 
plication by means of a square knot. 

Hemostasis could be effected satisfactorily at nor- 
motensive and hypertensive levels only "when the 
length of segment distal to the ligature was twice the 
thickness of the vessel wall regardless of the diameter 
of the vessel and the technique utilized for ligation. 
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The 000 silk could be used satisfactorily for the liga- 
ture of the medium-sized arteries, but for the larger 
vessels 00 or 0 silk was preferable. Of all the four tech- 
niques of ligation described, the best results were with 
the transfixing ligature. (Arch. Surg., 77: 253, 1958.) 


The Solitary Pulmonary Nodule 


TAYLOR, RIVKIN AND SALYER have reviewed 236 case 
histories of patients with a solitary pulmonary nodule. 
The criteria for selection were: a circumscribed soli- 
tary intrapulmonary lesion 10 to 6.0 centimeters in 
size, spheroid with slight or no lobulation, smooth 
contour, no cavitation, no inflammatory or atelectatic 
component, no regional lymphadenopathy, no medias- 
tinal, diaphragmatic or hilum involvement. Small 
amounts of calcium may be present. 

The age range in the 236 cases was 17 to 74 years 
with an average of 34.7 years. There were 208 males 
and 28 females. (The patients were from an Army 
hospital.) In all cases, thoracotomy was necessary before 
the diagnosis could be made. 

Histologic diagnoses are shown in the diagram 
below. Of the malignant tumors, there were 17 bron- 
chogenic carcinomas, one alveolar-cell carcinoma, 
two metastatic carcinomas and three bronchial adeno- 
mas. Most of the x-rays of the malignant nodules 
revealed moderate irregularity or fuzziness of the bor- 
ders. In only one malignant lesion was calcification 
found. Many of the malignant lesions were larger than 
4.0 centimeters. It is recommended that patients with 
solitary nodules with fuzzy borders or greater than 4.0 
centimeters in diameter be explored immediately. (Ann. 
Surg., 147:197, 1958.) 


HISTOLOGIC DIAGNOSIS IN 236 CASES 
OF ‘‘SOLITARY NODULE’’ 


Malignant tumors — 9.7% 


Miscellaneous lesions — 8.5% 


Benign tumors — 4.2% 


Granulomas — 77.6% 
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Studies in Multiple Sclerosis 


NeepHAM, Yoss AND Daty reviewed the history of the 
relationships between spirochetes and multiple sclero- 
sis, and appended a study of their own. Long ago, 
because some cases of multiple sclerosis resembled 
neurosyphilis, it had been suggested that multiple 
sclerosis may be a spirochetal disease. Not long after- 
ward, there was a report of finding spirochetes in the 
blood and organs of guinea pigs that had been inocu- 
lated with cerebrospinal fluid or blood from patients 
who had multiple sclerosis. The organism was named 
Spirochaeta myelophthora. In spite of diligent search- 
ing, the renowned Noguchi was unable ever to find 
spirochetes, and he suggested that previous workers 
may have been deceived, since even skilled micro- 
scopists make mistakes readily in the identification of 
spirochetes—being confused by the morphologic ele- 
ments normally present in citrated or defibrinated 
blood. In 1957, Ichelson reopened the issue when she 
reported the isolation of spirochetes in 59 (78 per cent) 
of 76 cases of multiple sclerosis. __ 

Needham and his colleagues attempted to confirm 
Ichelson’s observations, using the new medium that 
she had developed. They cultured and examined bac- 
teriologically the cerebrospinal fluid from 32 patients 
whose clinical records seemed unmistakably to in- 
dicate a diagnosis of multiple sclerosis. The results 
were a complete blank; they found spirochetes in none 
of the cases. They concluded, ‘The probability that 
this failure resulted from chance alone is infinitesimal.” 


(Proc. Staff Meet., Mayo Clin., 33: 395, 1958.) 


Cyclopropane Anesthesia 


PRICE AND AssocIATEs have found that an increase in 
the alveolar carbon dioxide tension precipitated a 
ventricular arrhythmia in each of 28 patients anesthe- 
tized with cyclopropane. Further, intravenous in- 
fusion of epinephrine or norepinephrine produced 
similar arrhythmias in six of eight subjects. 

The concentration in the blood plasma necessary to 
produce an arrhythmia by epinephrine and norepine- 
phrine was greatly lessened if increased carbon dioxide 
was present in the lungs. Also, bilateral blockade of the 
stellate ganglion with a local anesthetic prevented the 
arrhythmias associated with the increased carbon 
dioxide but had no effect if the arrhythmia was pro- 
duced by increasing the amount of epinephrine or 
norepinephrine in the blood plasma. The effect of the 
blockade of the stellate ganglia in preventing the ar- 
rhythmias was not the result of coincident arterial 
hypotension, systemic absorption of the local anes- 
thetic or inadvertent vagal blockade; presumably it re- 
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sulted from interruption of sympathetic fibers su) )- 
plying the heart. 

On the basis of these experiments, the authors pos- 
tulate that increased carbon dioxide tension in the 
lungs increases the rate of liberation of catechol 
amines from the sympathetic nerves terminating in tlie 
myocardium, and that this causes the arrhythmias. 
(Anesthesiology, 10: 619, 1958.) 


Early Excision of Burns 


ALTHOUGH modern advances in burn therapy have not 
appreciably decreased the mortality rate in extensively 
burned patients, the survival time of these patients has 
been increased. MacMillan has evaluated early ex- 
cision of more than 25 per cent of body surface as a 
method of treatment of the extensively burned pa- 
tient. Skin homografts have been used effectively as a 
method of temporary wound coverage in these pa- 
tients. 

Fourteen patients have been treated in this manner, 
and the results indicate that the removal of areas of 
full-thickness burn caused a temporary improvement 
in the patient’s general condition. The incidence of 
septicemia was less, and the period between burning 
and complete autogenous coverage was shortened, 
with a decrease in postburn morbidity. (Arch. Surg., 
77: 369, 1958.) 


Proportion of Stomach Removed in Partial 
Gastrectomy 


Tuose physicians interested in the surgical treatment 
of duodenal ulcer by gastric resection agree that the 
amount of the stomach removed at operation bears a 
relationship to the incidence of recurrent ulcer. Many 
different methods have been employed by surgeons to 
determine the percentage of stomach removed, ranging 
from gross estimates or a guess to calculations based 
primarily on weight, linear measurements or other 
single variables. 

Heinnich and associates have devised a table by 
which the percentage of resected stomach may be cal- 
culated. The thickness of the muscularis at the proxi- 
mal end of the resected stomach and the weight of the 
specimen minus the attached fat must be obtained as 
factors to apply to the table. 

The authors allow for an error of approximately 6 
per cent. This method appears to offer promise as a 
means of accurately measuring the amount of removed 
stomach in gastric resections. However, it is invalid 
when the stomach has suffered chronic obstruction and 
when a gastric ulcer is present. (Arch. Surg., 77: 396, 
1958.) 
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Intermediate Coronary Syndrome 


‘THERE ARE TROUBLESOME ASPECTS to the classification of 
patients having coronary artery disease with symptoms 
that are intermediate between angina pectoris and 
acute myocardial infarction. These are patients in 
whom the duration and severity of chest pain are 
reminiscent of myocardial infarction more than of 
angina pectoris although clear-cut evidence of myo- 
cardial infarction is lacking at the time of the attack. 
The syndrome has been called by various names— 
coronary failure, acute coronary insufficiency, inter- 
mediate coronary syndrome. 

During the intermediate syndrome, there may or 
may not be alterations in the electrocardiogram. When 
changes are present, these may include QRS abnor- 
malities suggestive of myocardial infarction, a sig- 
nificant degree of S-T deviation (usually depression) 
or inyersion of T-waves (particularly in the precordial 
leads). 

In pursuance of the study of this syndrome, Cutts, 
Merlino and Easton analyzed the course of 69 hospi- 
talized patients whose symptoms led to a diagnosis of 
intermediate coronary syndrome and in whom the 
electrocardiographic changes were limited to deep 
inversion of the T-waves. 

There was a history of pre-existing angina pectoris 
in 34 of the 69 patients and of pre-existing hyperten- 
sion in 37. The episode of chest pain that led to the 
diagnosis of the. syndrome had its onset at rest, lasted 
more than one hour in about half the patients, and 
showed a tendency to fluctuate in intensity. In a 
minority of cases, there were some indications of 
myocardial necrosis, including fever for a day or two, 
elevation of the leukocyte count, or a fast sedimenta- 
tion rate. Short-term administration of Dicumarol 
appeared to have no influence upon the subsequent 
course of disease in these patients. 

The subsequent course of these people was followed 
for periods ranging beyond six years (average follow- 
up, four years). There was remarkable variation in the 
clinical course following the episode of chest pain that 
had been diagnosed as intermediate coronary syn- 
drome. Eighteen patients recovered sufficiently to be 
without symptoms. About half the total group were 
working or able to do at least light work even though 
some had mild to moderate angina pectoris. Obvious 
acute myocardial infarction occurred subsequently in 
17 cases. 

There were 24 deaths during the follow-up period. 
The causes of death are shown in the diagram above 
right. Among the 14 deaths that were attributable to 
coronary artery disease, seven occurred during the 
first year. (Circulation, 16:599, 1957.) 
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NONCARDIAC DEATHS: 
Cancer — 5 ns 
‘Ruptured urethra — 1 
Unknown — 3 


GCARDIAC. DEATHS: 
Myecardial infarction — 14 
Cerenary sclerosis — 2 

Meart feiivre — 


Causes of death in 24 patients who died during 
follow-up after “intermediate coronary syndrome” 
accompanied by inversion of T waves in the electro- 
cardiogram. 


Breast Cancer in Young Women 


THE PROGNOsIS of breast carcinoma in young women 
has been the subject of much controversy. Treves and 
Holleb have carefully analyzed 549 cases in reporting 
on breast cancer in women under 35 years of age. 
They found that only one-quarter of the patients had 
a family history of any kind of malignancy and of 
these, the breast was the site of the tumor in 35 per 
cent. Two-thirds of the patients had been pregnant 
and the incidence of gynecologic disorders was high. 
Pathologically, more than 85 per cent of the tumors 
were infiltrating duct carcinoma. 

The five-year unselected cure rate was 30.7 per cent. 
By excluding the 20 per cent of the initial group that 
proved inoperable, the five-year survival was 37.7 per 
cent. The unselected five-year cure rates for 13,000 pa- 
tients of all ages was 39.6 per cent. Axillary metastases 
reduced the five-year cure rate to 21 per cent, proving 
to be of much graver prognostic significance than in 
older patients. 

Although breast carcinoma during pregnancy has a 
very poor outlook, there is a five-year cure rate of 18 
per cent, which illustrates that such lesions are not cate- 
gorically inoperable. Pregnancy following mastectomy 
for breast malignancy had no effect on ultimate prog- 
nosis. A delay of more than six months between time 
of discovering and operation was associated with the 
lower cure rate, but after a year of delay had elapsed, 
there was no change in prognosis associated with even 
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further postponement. Two-thirds of patients con- 
sidered to be treatment failures were dead by the end 
of three years. 

The operative mortality after 399 radical mastec- 
tomies was zero. Postoperative x-ray therapy did 
not alter the mortality rates. Postoperative castration 
was of value only in those patients with known metas- 
tatic disease. X-ray castration appeared to be as effec- 
tive as oophorectomy, and the average duration of life 
following castration was nine months. 

It is urged that concepts of excessive mortality in 
young women with breast carcinoma be altered to a 
more hopeful outlook. (Surg., Gynec. @& Obst., 107: 
271, 1958.) 


Parathyroid Crisis 


HEWSON REPORTS the twenty-third case of parathyroid 
crisis. In virtually all of the reported cases, an acute 
episode was superimposed on chronic hyperparathy- 
roidism, evidenced by kidney stones or metastatic cal- 
cium deposits and bone changes. Two major factors 
have been suggested which precipitate a crisis—high 
calcium intake, as in an ulcer regimen where antacids 
containing absorbable calcium are used, and im- 
mobilization which increases the rate of skeletal 
demineralization. The end result is an abnormal in- 
crease in serum and urinary calcium and phosphorus 
followed by a rapid death. The mechanism of death 
presumably is cardiac poisoning by calcium with a 
cardiac arrest in systole. 

The acuteness of onset of symptoms is the one dis 
tinguishing clinical feature between parathyroid crisis 
and ordinary chronic hyperparathyroidism. The diag- 
nosis, therefore, must evolve from the same diagnostic 
criteria applied to hyperparathyroidism in general. 

Vagueness of symptoms is characteristic of hyper- 
parathyroid disease and often results in many over- 
looked or misdiagnosed cases. The usual symptoms of 
hyperparathyroidism may be considered under four 
categories: 

1. General systemic complaints with fatigue, weak- 
ness, aching muscles, headache. 

2. Gastrointestinal symptoms consisting of poly- 
dipsia, mild abdominal discomfort, duodenal ulcer 
distress, dry throat, anorexia (distaste for milk and 
eggs, often). 

3. Genitourinary symptomatology—polyuria, renal 
colic, dysuria, nocturia, enuresis, hematuria, pyuria. 

4. Disorders referable to the osseous system, includ- 
ing peripheral bone pain, backache, fractures, bone 
cysts, shrinking stature, pigeon breast, and tumors of 
jaw, metacarpals, vertebrae and long bones. 

As in the author’s case, it is not uncommon to be 
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misled by the coexistence of peptic ulcer and hyper. 
parathyroidism. If the ulcer is treated with standar«| 
diets and antacids, the calcium intake is bound to in- 
crease, which may lead to parathyroid crisis. Six of the 
cases recorded in the literature had an ulcer history 
and were treated accordingly. 

Pain is a frequent feature of impending crisis. Fifteen 
of the 23 cases had abdominal pain in varying degrees. 
This ranged from mild discomfort to the severe in- 
capacitating type resembling renal colic or other acute 
abdominal disease. Chest pain and aches misinter- 
preted as cardiac, rheumatic or arthritic in origin are 
fairly common. In 14 of the recorded cases, bone pains 
were noted. 

Asthenia, anorexia, nausea and vomiting were mani- 
festations in 21 of the recorded cases. Severe weight 
loss was noted in 13 of the 23 cases. The presence of a 
cervical mass, often mistaken for a thyroid nodule, was 
noted in one-third of the patients with parathyroid 
crisis. Often there is a disproportionately high pulse 
rate in spite of increasing drowsiness. This, plus high 
fever of unknown etiology is recorded in over 50 per 
cent of the cases. Constipation was observed in one- 
third of the patients. ‘Band keratitis” described as cal- 
cification in the superficial layers of the cornea may be 
present. Also calcium deposits are occasionally seen in 
the conjunctiva and palpebral fissures. Mental aberra- 
tions and even psychosis are fairly common findings 
and often mask the underlying disease. 

Marked elevation of the serum calcium is an im- 
portant diagnostic feature of the disease. A serum cal- 
cium of 17 mg. per 100 ml. is the critical level above 
which the symptoms of parathyroid crisis may be 
expected to ensue. Since an elevated urine calcium 
accompanies hypercalcemia, a good easy preliminary 
examination is the Sulkowitch test which is always 
positive in hypercalcinuria. 

Demonstration of renal or other organ calcifications 
and the presence of a diffuse shadow in the neck or 
mediastinum should suggest the possibility of hyper- 
parathyroid disease. Pathologic fractures, bone cysts, 
or evidence of bone decalcification may add further 
support to the diagnosis. (Arch. Int. Med., 102: 199, 
1958.) 


Drugs in Atrial Fibrillation 


Tue therapeutic effectiveness of quinidine in atrial 
fibrillation is generally thought to be due to prolonga- 
tion of the refractory period of the heart. Its toxicity 
is attributed to slowing of conduction. McCawley and 
his colleagues found that quinidine caused a slowing 
of the rate of atrial and ventricular depolarization. They 
therefore studied quinidine and other drugs in order 
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to correlate this action—retardation of depolarization 
-—with effectiveness in arresting atrial fibrillation. 

These authors first point out that drugs known to 
prolong the refractory period—e.g., methantheline 
(Banthine) and atropine—convert atrial fibrillation 
only in experimental animals. Transitory arrhythmias 
of vagal origin would probably respond to these drugs. 
Paroxysmal atrial fibrillation of recent onset occa- 
sionally responds to procaine amide, quinacrine or 
diphenhydramine (Benadryl). Sustained or chronic 
atrial fibrillation can be successfully converted only by 
quinidine or allocryptopine, and only these drugs re- 
tarded the rate of atrial and ventricular depolarization. 

Thus it is proposed that, in chronic atrial fibrilla- 
tion, prolongation of depolarization is the basis of 
effective drug action, rather than prolongation of re- 
fractoriness as was assumed previously. (Am. Heart J., 
56: 405, 1958.) 


Injuries to the Kidney 


PARKHURST AND LANDSTEINER studied the diagnostic 
and therapeutic problems connected with 50 consecu- 
tive cases of renal trauma. One-half of the injuries were 
caused at play or in organized sports (football, basket- 
ball, baseball). Among other causes, automobile acci- 
dents led the list and accounted for four of the six most 
serious injuries (see diagram at the right). There were 
three deaths in the series, and none of these was a re- 
sult of the renal injury itself. 

Usually the first indication of renal injury was 
hematuria and tenderness in the flank. Intravenous 
urography was used rather routinely in order to 
delineate the extent of damage. When the results with 
this technique were not entirely satisfactory, the 
authors emphasized that retrograde pyelography 
should be used. 

Continued clinical observation plus x-ray appraisals 
led to a classification of 38 of the 50 cases as minor con- 
tusion, or major contusion without extravasation of 
urine. In this group, conservative supportive therapy 
gave excellent immediate and long-term results. There 
were six cases of major contusion with intrarenal ex- 
travasation of urine. These too were treated conserva- 
tively, although the authors believed in retrospect that 
operative treatment would have been preferable in 
some of them at least. The remaining six patients had 
major renal injury with extravasation of urine outside 
the kidney, and early surgical treatment was chosen 
for these cases. In connection with such cases, the 
authors re-emphasized the importance of preoperative 
determination of the presence of a functioning kidney 
on the uninjured side. (Surg., Gynec. & Obst., 105 :393, 
1957.) 
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Radical Pneumonectomy for Carcinoma of the Lung 


THE concept of radical excision of all adjacent lym- 
phatic-bearing tissue is well established in cases of 
carcinoma of the breast and colon. Application of this 
principle to pulmonary carcinoma has been advocated 
and adopted by many thoracic surgeons. In the radical 
procedure, the trachea, esophagus and great vessels 
are freed of all lymph-bearing tissue and the adjacent 
pericardium is excised following intrapericardial divi- 
sion of the pulmonary vessels. 

This procedure appears to carry an increased opera- 
tive mortality, and Johnson, Kirby and Blakemore 
question whether it gives superior results. These 
authors compare the five-year results of their series of 
116 cases of lung cancer treated by “standard” pneu- 
monectomy with 74 cases of another series treated by 
radical removal. The five-year survival rates are prac- 
tically identical (26.7 per cent and 27 per cent of re- 
sected cases, respectively). 

The conclusion is drawn that prognosis is not af- 
fected by removal of extra lymphatic tissue, and at- 
tention is drawn to studies on the prognostic impor- 
tance of the histologic demonstration of blood vessel 
invasion in 71 per cent of resected specimens. Cf those 
patients whose tumors showed blood vessel invasion, 
there was a 6 per cent five-year survival: Those patients 
without blood vessel invasion had a 75 per cent five- 
year survival. If a patient had ‘blood vessel invasion, 
the presence or absence of lymph node spread of the 
tumor was of no significance. In the series without 
blood vessel invasion, those patients with evidence of 
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lymphatic spread had a 60 per cent five-year survival; 
of those without lymphatic spread, 81 per cent lived 
five years or more. 

From these data, an extended pulmonary resection 
would seem to be of theoretic benefit only for that 
small percentage (10.7 per cent) having no blood ves- 
sel invasion but having lymphatic spread. It is not pos- 
sible to select this group preoperatively, and it is 
feared that the occasional gain made on this basis 
might be more than offset by an increase in the opera- 
tive mortality. (J. Thoracic Surg., 36: 309, 1958.) 


Intravenous Fat and Liver Function 


Fat EMULSIONS have been investigated extensively in an 
effort to find a safe source of calories in malnourished 
patients maintained on parenteral feedings for pro- 
longed periods. Gates and associates have investigated 
the effects of repeated infusions of fat on the structures 
and functions of the liver. 

Daily infusions of 600 ml. of a 15 per cent fat emul- 
sion were given to 20 hospitalized male patients. Ten 
patients had normal and ten had abnormal liver func- 
tion prior to the infusions, as judged by the sulfobro- 
mophthalein retention. All patients had 14 or more 
daily infusions. 

The battery of liver function tests included sulfo- 
bromophthalein retention, thymol turbidity, thymol 
flocculation, cephalin flocculation, serum bilirubin, 
urine bilirubin, serum protein, serum glutamic ox- 
alacetic transaminase, serum lactic dehydrogenase and 
blood prothrombin content. Also a fasting serum tur- 
bidity was done daily. 

Multiple daily infusions of intravenous fat resulted 
in an increase in the sulfobromophthalein retention in 
all patients and an increase in the thymol turbidity and 
cephalin flocculation in some. Fasting serum turbidity 
became abnormal in seven patients. Within six weeks 
after the termination of the infusions, results of all 
tests were the same as they had been before infusion. 

Liver biopsies done before the start and at the con- 
clusion of the fat infusions showed no accumulation of 
fat in the postinfusion biopsy. (Arch. Surg., 77: 336, 
1958.) 


Urinary Retention Following Abdominoperineal 
Resection 


LOWER URINARY TRACT OBSTRUCTION is one of the most 
common complications following abdominoperineal 
resection for rectal carcinoma. Leadbetter and Lead- 
better record a series of 62 cases of abdominoperineal 
resection and suggest a new approach to the problem 
of urinary retention following that operation. 
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Eighteen per cent of the patients required prost:- 
tectomy and almost all of these patients had sever: 
episodes of acute urinary retention. A program for 
postoperative urologic evaluation is outlined, and for 
those patients demonstrating signs of prostatism, a 
simplified technique of prostatectomy, performed at 
the time of the perineal resection, is suggested. This 
perineal enucleation of the prostatic adenoma adds 
only 15 to 20 minutes to the operative procedure and 
does not add significantly to the morbidity. 

When rectal carcinoma has invaded the prostate, 
the radical procedure of total prostatectomy and re- 
moval of seminal vesicles is advocated rather than a 
“shaving” or limited resection of the gland which may 
result in sloughing of tissue and fistula formation. 
(Surg., Gynec. ¢ Obst., 107: 333, 1958.) 


Freeze-Dry Arterial Homografts 


Foster, Lance anp Scott have used ethylene-oxide- 
treated freeze-dry arterial homografts in 110 consecu- 
tive patients. Seventy of these patients had replace- 
ment of the abdominal aorta either for aneurysm or for 
arteriosclerotic occlusive disease. The other patients 
had replacement of portions of large arteries in the 
thorax or of major arteries in the extremities. 

The homografts were obtained at post-mortem exam- 
ination from patients from age 5 to age 60 and were 
sterilized in ethylene oxide for 20 minutes and then 
freeze-dried. They were stored for periods as long as 
two years before being used. The average time from the 
freeze-drying process to implantation was four and 
one-half months. The average age of the donor of the 
homograft was 38 years. When the homograft was to be 
used it was placed in saline for approximately 20 
minutes to reconstitute it. After reconstitution, the 
arterial homograft was soft, pliable and elastic. 

In general, the implantation of the freeze-dry arterial 
homografts as replacements for diseased vascular seg- 
ments has been gratifying. It is important to emphasize 
that vascular segments preserved by lyophilization are 
completely nonviable. When implanted into a recipient 
the preserved vessel serves only as a conduit for the 
flow of blood and as a scaffolding for the ingrowth of 
the host’s fibrous tissue and endothelium. 

There were seven fatalities in these patients. In one 
of these, the homograft was incriminated; an infected 
hematoma developed around the graft and the graft 
ruptured. There had been no evidence of infection at 
the time the graft was sutured in place. Other failures 
of grafts occurred when the grafts were placed in an 
area already infected, and the incidence of thrombosis 
of the grafts was high in vessels with a diameter of 9 
mm. or less. (Ann. Surg., 148: 230, 1958.) 
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€ Experiments with the Common Cold 0s es 
for Jackson, DowtiInc AND ANDERSON indirectly dem- EFFECT OF GAMMA GLOBULIN IN NEUTRALIZING 
for onstrated that gamma globulin contains protective THE INFECTIOUS PROPERTIES OF AN AGENT 
a antibodies against the common cold. In order to ac- CAPABLE OF CAUSING COMMON COLD SYNDROME 
at complish this, material was obtained from the nasal 
his secretions of patients with the common cold syn- 
lds drome. That material alone and in combination with 1 
nd various agents was instilled into the nasal cavities of 
groups of volunteers. 
te, It is apparent from the diagram at the right that 
re- mixture of the “cold agent” with human gamma 
1a globulin led to neutralization of the infectious proper- 
lay ties of the agent. These results support the thought 
on. that it may eventually be possible to provide immunity 
against the common cold syndrome. However, further 
studies are necessary before it will be known whether 
it is feasible to protect against common colds by the 
administration of vaccines. (Science, 128:27, 1958.) 
de- 
a Muscular Dystrophy in Sarcoidosis 
for SARCOIDOSIS MAY INVOLVE skeletal muscle, usually with- rane 
nts out clinical manifestations. McConkey describes a case 
the of muscular dystrophy due to sarcoidosis. The patient the cardiovascular system, the respiratory system and 
developed marked weakness and generalized wasting the bones or joints occurred most frequently. The 
am- of the muscles. It was most obvious in the muscles of | symptomatology included dyspnea, cough and sore 
ere the neck, the shoulder girdle, the upper arm and the __ throat, in that order. 
hen thigh. The affected muscles were atrophic and flabby. The authors emphasize the necessity of determining 
ras They were not tender and no nodules could be felt. _ the in vitro sensitivities of the isolated strain, as these 
the The muscle biopsy specimen was consistent with the _ sensitivities differ from strain to strain. As the prog- 
and diagnosis of sarcoidosis. This, in association with a _ nosis of the untreated disease is poor, prompt, care- 
the negative tuberculin test and a raised gamma globulin _fully chosen and prolonged antibiotic treatment is 
» be value, was the basis for the diagnosis of sarcoidosis. | recommended. Even with this, death may occur late in 
20 (Arch. Int. Med., 102: 443, 1958.) the course of the disease, often unexpectedly, and 
the even in the face of an apparently sterilized blood stream. 
Before the sensitivities are known, treatment with 
srial novobiocin and chloramphenicol can be recommended, 
seg- PORCELAIN-WHITE COLONIES of Staphylococcus albus in _ but patients should not be treated without in vitro 
size cultures from patients usually are dismissed as non- _ sensitivity testing to a wide range of antibiotics. (Arch. 
are pathogenic commensals or as contaminants, according Int. Med., 102: 375, 1958.) 
jient to Smith and his associates. The authors describe i 
the their experience with patients suffering from septi- Roentgen Diagnosis of Acute Appendicitis 
h of cemia caused by Staphylococcus albus. 
The criteria used for the diagnosis of S. albus septi- | THERE ARE a significant number of cases of acute 
one cemia were that the organism should be isolated on two appendicitis with quite atypical clinical features, par- 
cted or more occasions from the blood of a sick person with __ ticularly in the very young and in the aged where 
graft evidence of generalized disease and that no other path- _ every available diagnostic assistance is needed, accord- 
nat ogens should be isolated from the blood. The illness _ing to Soteropoulos and Gilmore. The authors studied 
ures often occurs in people with other diseases or predis- the possible usefulness of the plain film abdominal 
n an posing causes. : survey in such cases. They considered a minimum 
DOSIS The clinical picture in this disease resembles more _—_ survey study of the abdomen to include supine, up- 
of 9 closely a viridans streptococcus subacute bacterial en- _right, and right or left decubitus (usually left) views or 
docarditis than S. aureus septicemia. Involvement of both, and a chest roentgenogram. 
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The demonstration of an appendiceal enterolith in 
the presence of suggestive clinical findings almost 
always indicates a serious situation such as a perforated 
or gangrenous appendix. A sign that they observed 
frequently was a fluid level in the cecum, best demon- 
strated in the left lateral decubitus view. They believe 
that the formation of fluid levels is due to extension of 
the inflammatory process into the cecum and terminal 
ileum with the production of a degree of ileitis and 
typhlitis. The fluid level was usually short, although 
occasionally it was long and extended to the hepatic 
flexure. The fluid level sign is decisive, and when it is 
properly demonstrated and other causes are excluded, 
it justifies a diagnosis of acute appendicitis even when 
the clinical findings are. vague and inconclusive. 
Causes to be excluded are obstruction of the colon 
distally, use of an enema before an examination, ad- 
ministration of morphine and acute enterocolitis. 

The appearance of the cecum is frequently sug- 
gestive. It is almost always slightly to moderately 
distended, the haustrations are prominent due to local 
edema, and the mucosa is coarsened and prominent. 
Changes similar to those in the cecum are present in 
the loops of the terminal ileum. The loops are fre- 
quently filled with fluid and are demonstrable as a 
diffuse increased density as compared with the opposite 
side. 

The psoas muscle sign consists of spasm of the right 
psoas muscle and indistinct delineation of its distal 
third. As the result of spasm, scoliosis of the lumbar 
spine is produced with the concavity toward the right. 
Blurring of the psoas muscle shadow is due to lo- 
calized edema in the posterior abdominal wall. This 
sign is usually present in cases in which the appendix 
is retroperitoneal. Small flocculent, atypical gas shad- 
ows in the appendiceal area also have diagnostic signifi- 
cance in the beginning formation of an appendiceal 
abscess. They may also be seen in late stages with 
chronic abscess. 

The retroperitoneal fat line or flank line corresponds 
to the retroperitoneal or extraperitoneal fat layer situ- 
ated between the parietal peritoneum and the fascia 
of the transverse abdominal muscle. With muscular 
defense and contraction of the muscles of the right 
flank, the line becomes broad, curves medially and is 
shorter than on the opposite side. One observes 
obliteration of the flank stripe only when the appendix 
is retrocecal and laterally placed and when the in- 
flammatory reaction extends directly into the flank. 

The authors frequently observed a condition that 
they call reflex ileus in which peritoneal irritation 
caused slight to moderate distention of loops of small 
bowel with thickened septa between, and possibly 
fluid levels. 
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In late cases, findings on the chest film such «s 
elevation of the diaphragm, plate-like atelectasis and 
pleural effusion may be observed, although these find- 
ings are not specific for acute appendicitis but may 
be seen in most abdominal inflammatory process's 
with secondary peritonitis. (Radiology, 71: 246, 1955.) 


Progress in Oral Cancer 


Tumors of the mouth are still associated with poor end 
results. In spite of being easily accessible for examina- 
tion and rarely metastasizing beyond regional nodes, 
buccal neoplasms are frequent in far-advanced stages 
before adequate treatment can be begun. McGrath and 
Schmidt note progress when early lesions are vigorously 
treated. Alveolar ridge and palate lesions accounted for 
54 per cent of the reported series; males predominated 
(5:1) and the average patient age was 65 years. 

Lesions originating in the tonsil were the most malig- 
nant and were followed in order by tumors of the floor 
of the mouth, buccal mucosa, alveolar ridge and palate. 
All but tonsillar lesions were associated with leuko- 
plakia, and all can be expected to spread to cervical 
nodes if not treated early. Radical neck dissections 
were performed when cervical metastases were palpable; 
no dissections were done prophylactically. Ninety- 
eight per cent of recurrences appeared in less than two 
years. The “two-year cure” rate rose from 40 per cent 
to 78 per cent following initiation of techniques of more 
radical excision of the primary lesions. (Surg. Clin. N. 
Amer., 38: 969, 1958.) 


Precordial Murmurs During Pregnancy and 
Lactation 


Hurst, Staton anD describe two types of 
extracardiac murmurs that may develop during the 
last few months of pregnancy. In the first case, a pre- 
cordial systolic murmur was heard during the sixth 
month. The murmur had its maximum intensity just to 
the left of the midsternum and was due to a bruit in a 
branch of the mammary artery. The murmur persisted 
after delivery and vanished only after lactation ceased. 
A palpable artery was found in the third left intercostal 
space near the sternum. Occlusion of this artery 
caused the murmur to disappear instantly. 

In the second patient, there was a precordial con- 
tinuous murmur that originated in the large dilated 
veins of the breast. This continuous murmur could be 
altered by firm pressure with the stethoscope bell, 
thus indicating its extracardiac origin. The authors 
indicate that these murmurs are not rare and are fre- 
quently misinterpreted as being due to heart disease. 


(New England J. Med., 259: 515, 1958.) 
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Special Features 


SPEEDING UP YOUR READING 


LOIS LAMME 


Many bDocrors are dissatisfied with the amount of 
reading they do each year. The year brings an abun- 
dance of scientific advances, and there are always excel- 
lent writers to present these subjects. 

The doctor who is a fast, comprehensive reader has 
immense advantages; he has learned how to get the 
most out of the time he spends in reading. 

First of all, there is the problem of what to read. 
Many doctors are bedeviled and frustrated by unopened 
medical journals stacked around their offices. Some 
have eliminated this bottleneck by having their aides 
help them organize “‘must”’ reading. 

One doctor sets aside one 15-minute appointment 
period on his daily schedule, during which time he 
sorts through his magazines and other medical litera- 
ture. He throws away anything uninteresting and de- 
cides what he wants saved for careful reading. He scans 
the table of contents in his periodicals, marking the 
articles that he wants to read. 

A secretary clips these articles and discards the 
remainder of the magazine. She puts the clipped 
articles into looseleaf binders, labeled according to 
subject. This way the doctor can quickly find articles 
in his chosen field and can read them at leisure. The 
doctor is highly pleased with this method, as he finds 
it much more satisfying than disorganized reading. 

Certain magazines, of course, are kept intact. But, 
the size of the stacks does not discourage the doctor 
from tackling them. This system, of course, does have 
definite advantages, but it requires a substantial amount 
of the secretary’s valuable time. In short, it could be 
termed expensive. 
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Finds ‘A Partial Solution’ 


An Academy member, Dr. G. H. Hoerner, York, 
Pa., recently wrote GP about his “partial solution to 
the eternal journal problem.” 

Dr. Hoerner says that first of all, he keeps his jour- 
nals at his elbow to read between patients—when pos- 
sible. Second, he puts a stack of symphonies on his 
record player and mixes a bit of business and pleasure 
on Sundays or when time allows. During the summer, 
Dr. Hoerner tries to swim at least twice a week. He 
works on a pile of journals between dips. 

Walter Pitkin, author of The Art of Rapid Reading, 
advises business and professional people to read only 
what bears vitally on their most pressing tasks from 
hour to hour. ‘Then you will read at your best,” Mr. 
Pitkin says, “for your whole ‘set of mind,’ as well as 
your active interest and your desire to know things, 
will tune in with the words you scan.” 

This reading expert advises office-hour browsing, 
the ancient and agreeable habit of dipping into maga- 
zines, reports and books at odd moments when the 
reader is most likely to be undisturbed. Mr. Pitkin 
writes that one cause of unsatisfactory progress in 
reading is that the professional person often postpones 
it to the end of the day when he is in a mood only for 
relaxation. “Regard your serious reading as part of 
the day’s work,” he urges. 

However, Mr. Pitkin warns against reading in fixed 
daily doses in fixed books or magazines: ‘This in- 
stantly puts reading matter into the class with castor 
oil and early morning exercises.” 
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Need to Judge Relative Importance 


The suggestions which follow for improved reading 
are, for the most part, based on Mr. Pitkin’s recom- 
mendations: 

Just as we must budget our interests, our time and 
our money, we must learn the relative importance of 
printed matter. The reader must first perceive the total 
offerings of the printed matter and then appraise it. 
He must read for the broadest meanings first, then— 
if necessary—for the details. 

Mr. Pitkin explains that the normal human being 
first experiences things in masses, later analyzes them 
in their parts. Reading is a mode of learning, and 
therefore should follow the laws of learning. More will 
be said about skimming later, but suffice it to say now 
that it is far better than reading word by word. It is 
closer to nature. 

The reader will never become skillful unless he first 
cultivates a fairly keen sense of the relative importance 
of things. As Mr. Pitkin says, “Sometimes you ought 
to skim as lightly as a summer swallow. Sometimes you 
ought to swallow everything in sight.” For some inter- 
ests, for example, it might be quite enough to read the 
table of contents of a book and follow up with two or 
three references in it. For others, it might be better to 
read the summary chapter at the end of the volume. 
In most articles, of course, the reader finds the central 
thought clearly stated in the opening paragraphs and 
also finds the major subdivisions indicated in a clear 
visual form throughout the text. 


Should Perceive Masses of Words 


To be an excellent reader, you must be able to gather 
the meaning from a printed page without definitely 
reading every single word of it. Mr. Pitkin advises that 
the competent reader takes in masses of words and 
perceives their significance in “exactly the same way 
as you will take in the objects in a room into which 
you glance.” You might think of good reading as you 
would think of perceiving such a scene. You will be 
able to enumerate much more of its furniture and deco- 
rations than if you had specifically looked at it with 
concentrated attention. 

In reading a page, then, the art consists in taking 
in the whole situation and imagining accurately what 
you have not definitely perceived. This manner of read- 
ing is not to be confused with skimming, however, 
which is merely catching the drift without attempting 
to take in all the details. 

This is another way of saying to read wholes, not 
parts, read sentences, not words. Read for the broadest 
meanings first. 
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A long step is taken in this direction when you: 
eyes are trained to work more efficiently so that the. 
will see phrases instead of words. The Reading Labo- 
ratory in Philadelphia states that the chief reason for 
slow reading is visual: The eyes move from word to 
word. Ophthalmographic film strips show that the eyes 
move across the printed line in a series of stops and 
starts. The average reader pauses on each word, but 
the better-than-average reader pauses on each group 
of words, or phrase. The average reader, too, often in- 
voluntarily rereads words as he goes along. The better- 
than-average reader reads straight ahead. 


Emphasis on Phrase Reading 


Learning to read by phrases is extremely important 
for rapid reading. An easy method of learning to do 
this is to encircle the phrases. After a few practice 
sessions/ with encircled phrases,/ a line dividing the 
sentence/ into its meaningful parts/ will suffice. 

By taking in groups of words at a single glance, you 
will improve your reading rate by 75 to 350 per cent. 
An average reader can read word by word at about 225 
words a minute. The phrase reader can very easily read 
390 words per minute, and with practice, 1,000. 

Phrase reading also means better concentration. The 
word-by-word reader picks up information too slowly 
to fully occupy his mind, which is left free to stray to 
other subjects. The phrase reader picks up informa- 
tion so rapidly that his mind stays on the subject. 
Moreover, no one thinks in terms of single words, but 
rather in terms of groups of words. The phrase reader 
reads with greater comprehension because he reads 
the way he thinks. 

Another exercise for increasing the visual span is 
columnar reading. This consists of drawing a line down 
the middle of a newspaper column or other narrow- 
columned reading matter. You should follow this line 
down with your eyes, trying to see the first and last 
words of each line while looking directly at the center. 
Trying the second and the next to the last words 
may, at first, be easier. Later, you can practice with 
wider columns. 

Another trick which will help with phrase reading 
is to let your eyes move along just above the line. This 
practice prevents the phrase from disintegrating into 
several words because of the white space between the 
words. If your eyes move right along the line of type, 
they have to hurdle these white spaces. 


‘Hearing’ Words Is Handicap 


To be a phrase reader, you must depend on vision 
alone to get meaning from the printed page. Many 
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people first learned to read by seeing, saying and hear- 
ing words at the same time. This “‘see-say-hear”’ habit, 
The Reading Laboratory says, is so strong in most 
people that they cannot get meaning from the printed 
page except through a combination of seeing each word 
separately, saying each word silently and hearing each 
word silently in the ‘‘mind’s ear.” 

Anyone who has the habit of reading aloud to some- 
one or of being read to, should give up this practice at 
once if his aim is rapid reading. This kind of reader 
must completely articulate whatever his eye takes in. 
No mere vestigial lip movement is enough to fix the 
meaning. 

The fastest of all readers is the person who reads 
wholly or almost wholly with his eyes and never has 
to complete the pronouncing of any words or phrases. 
Although psychologists insist that this reader also 
uses his throat and tongue, he uses them in a kind of 
muscular shorthand. Many skilled eye readers can read 
and assimilate material from three to five times as fast 
as anybody can talk. 

Another important thing to learn about the art of 
reading is that speed and comprehension go together. 
Many people mistakenly think that the slower they 
read the better they do. The very thing that increases 
reading speed—phrase reading—improves compre- 
hension as well, because people think in whole ideas. 


Exercises in Fast Reading 


Rapid reading is not relaxing but demands attention 
and concentration. For self-pacing, The Reading Labo- 
ratory recommends that the reader should spend at 
least 15 to 20 minutes every day reading just as fast as 
he can. This is not a skimming exercise, because the 
eyes should fall on every phrase. This is practice, and 
the reader should expect his comprehension to drop 
until he has set his proper pace. But every time the 
reader pushes out beyond his current reading speed, 
he won’t have to drop all the way back to that speed to 
get full comprehension. Hard pushing every day will 
bring results in both speed and comprehension. 

Prereading and skimming should also be practiced. 
These abilities will reward you in quickly determining 
the relative importance of a report, business letter or 
medical article. 

By prereading, you can decide what articles you want 
to read thoroughly and which articles you want to 
skim. To preread or learn the bony structure of the 
discussion, you should look first at the title, author 
and date. You should next thoroughly read the first 
two or three paragraphs, which almost always intro- 
duce the entire discussion. Other parts of the article 
to preread are the first sentence of each paragraph, 
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Many doctors’ dreams of voluminous reading come to naught. But 

to an extent these dreams can be translated into reality through 
learning—and practicing —better reading techniques. 


the subheads and bold-faced or italicized type and the 
final paragraphs. Pictures, tables and graphs should 
be noted, because one of them may tell more than a 
couple of pages of print. 

In prereading books, the table of contents and usually 
the introduction or preface give a valuable preview of 
the book. The index should be examined. Introductory 
and concluding or summarizing chapters should always 
be preread, and usually thoroughly read. A book di- 
vided into sections may have introductory and con- 
cluding chapters for each. These should be read if the 
content seems valuable enough. In thoroughly reading 
a book, prereading each chapter is a profitable practice. 


Prereading Saves Time 


By skipping completely any material that is off the 
point, too elementary, or too advanced, you save valua- 
ble time. Prereading will tell you whether the article 
answers some of your questions or brings up new and 
interesting points. You can save time by skimming 
through to the portions of interest. 

Prereading makes thorough reading more profitable. 
With knowledge of the article’s framework, you can 
more easily distinguish between main ideas and small 
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details. You are more alert, and the article becomes 
more meaningful because you are aware of the general 
direction and main trend of the author’s thoughts. 

Some people have called skimming the highest and 
finest of all the arts of reading. Pedants imagine it is 
the opposite, however. But professional workers who 
read a great deal know that skimming is a difficult but 
immensely profitable art. A good skimmer’s mind out- 
runs his eye as a rule and grasps the larger implications 
of things read although the details may not have been 
taken in through the eye. 

Skimming is not rapid reading, rather a substitute 
for reading. The reader gains most from his time in- 
vested when he approaches his material with some 
definite interest and purpose. He should be looking for 


-a definite fact or the answer to a specific question. 


Skimming for general impressions or for the answer to 
a vague or general question is a waste of time. 


Methods of Skimming 
The Reading Laboratory sets forth this method of 


skimming: For narrow columns, such as in newspapers 
and most magazines, move your eyes in a zigzag fashion 
down the page—near the left-iand end of the first line, 
the right-hand end of the second, and so on. To skim 
wider columns, hit each line twice—once near the left 
side, once near the right side and so on. 

Another point stressed by the reading experts is 
that your reading will improve if you are an active 
reader and try to anticipate each development of the 
author’s thesis. The active reader formulates questions 
as part of his prereading and as he goes along in his 
thorough reading. The efficient reader reads straight 
ahead and does not stop lest he lose the main line of 
thought. He does not bother with the obscurity of de- 
tails. 

The efficient reader can actively and accurately sum- 
marize an article, both as he proceeds from point to 
point and upon completion of the whole article. In fact, 
you strengthen your reading habits by approaching the 
page determined to grasp the meaning well enough to 
write a brief report of it for filing. 


Taking notes and summarizing are hallmarks of th: 
active reader, although Mr. Pitkin warns that mucl: 
time is lost and content is blurred by alternating be- 
tween reading and notes. The Reading Laborator\ 
recommends: “Be particularly careful to preread any 
article on which you are going to take notes.” This will 
spare you the trouble of taking notes on unimportant 
passages and will often enable you to write down the 
broad outlines of your notes. Index cards, 3 x 5 inches, 
are convenient for lecture notes and may be shuffled 
around for writing reports. It is smart to save the gist 
of what you read, and it is easy to organize your findings 
in the form of notes and file records. 


Proper ‘Frame of Mind’ Important 


In addition to the chronic passive reader, there are 
distracted readers and reverie readers. Millions of hours 
have been wasted by people who attempt to read serious 
material with their minds fixed on other subjects. It is 
impossible for the normal human being to shut the 
door on whatever is strongly commanding his interest 
and plunge into a book or article that discusses a com- 
pletely different interest. Since serious reading de- 
mands the whole mind, it is better to observe the 
ancient admonition, “One thing at a time, and do that 
well.” 

The reverie reader may appear to be a “word reader.” 
However, they are not the same. The reverie reader 
slows down so badly because he is too intensely stimu- 
lated by words. He loses the drift and the larger mean- 
ing of the text. Often this reader is a genuine student, 
and reverie reading becomes a fault only when it is a 
fixed habit that impedes rapid reading of material that 
does not require intensive study. Reverie readers do 
not know how to relax with their eyes and minds, but 
fortunately they can learn to do so. 

Knowing the desirable habits described above is only 
the first step toward “‘becoming a full man.” Like any 
other ability, reading skill comes only with constant 
practice and application of knowledge. How to get the 
most out of the time you spend reading is the goal. 
The price of speed should not be superficiality. 


Thalamus 


IN THE FIRST CENTURY Galen gave the name “thalamus” to the “chambers” at the base of the 


brain, from which he thought animal spirits flowed via the optic nerves which he believed 


were hollow tubes. Thalamus is a Latin term coming from the Greek word “thalamos,” which 
designated an inner room or chamber, usually a sleeping room. Later as the science of anatomy 
advanced, the name “‘optic thalamus” was given to the mass of gray matter at the base of the 
brain which is developed from the walls of the vesicle of the third ventricle. Willis described 
this structure in 1664 and adopted Galen’s terminology. Later the B.N.A. revision of ana- 
tomic terminology dropped the term optic.—The Story Behind the Word, by Harry Wain, ™.D. 
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“IMPROVING YOUR HUMAN RELATIONS” 


GP ts privileged to publish a series of ten articles 
on the basic business problems affecting the practice 

of medicine today. Ten authorities discussed 

these problems at a recent Washington, D.C. forum 
sponsored by the Medical Council 

of the Washington Metropolitan Area 

and The Wm. S. Merrell Company. 

Variety and inspiration were added to the program 

in Dr. Rusk’s address, the final of the series. 


Stress in the World: 
The Individual and the Doctor 


HOWARD A. 


WE FIRST BEGAN really to think about stress in the mid- 
twenties when we followed the dramatic experiments 
of Walter Cannon and his famous “alarm reaction.” 
And through the past two decades the work of Hans 
Selye has popularized the word. Stress is now almost 
a household word among endocrinologists and physi- 
cians, as well as in most of the lay press, and among our 
lay families. 

To most people stress connotes strain. Stress has 
become a necessity of all of our modern life. We set our 
whole patterns of life by our stress end-point. If 
we hit it exactly, we live dynamic, purposeful, useful, 
happy lives. If we go over, we break. If we stay too far 
under, we vegetate. It is the keystone in our whole 
personality and physiologic development in this com- 
petitive society we live in. Many feel, and I am one, 
that stress is a real factor, and one that is very difficult 
to put your finger on, in the increasing incidence of 
hypertensive and coronary disease. I call your atten- 
tion to the fact that, of the big three at the top of the 
list, as far as the incidence of coronary artery disease is 
concerned, physicians, lawyers and industrial execu- 
tives lead the pack. 

There is still a great deal of controversy about the 
effect of unsaturated fats in the diet and cholesterol 
levels, and about geographic population comparisons 
throughout the world, as to just where this whole mat- 
ter stands in incidence. However, I think everyone 
agrees that stress is a fundamental. ' 

Stress can be a beneficent, therapeutic friend. I 
think in some instances, if it isn’t used it is just as 
dangerous in reverse as bed rest used to be, before we 


learned in the middle of World War II all of the de- 
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conditioning phenomena that comes with just putting 
a person to bed: negative calcium balance, negative 
nitrogen balance, loss of vitamins, deconditioning of the 
myocardium. All of these things we now accept as a 
part of the background of early ambulation after dis- 
ease and the new approach with the new drugs to the 
treatment of tuberculosis. But you can’t live a life al- 
ways under a stress point, and then on a given day, 
when the magic page of the calendar turns, say, ‘I’m 
going to sit and rest and have a good time the rest of 
my life.” 


We Create Aging Population 


We have 14 and a half million people in the United 
States today over age 65. It’s estimated that by 1980 
this will be well over 20 to 25 million. I read an inter- 
esting statement made at a 
medical meeting in Sweden 
this summer, when a rather 
conservative scientist, also 
a clinician, made the flat- 
footed statement that he 


The world-renowned physician, Dr. 
Howard A. Rusk, inspired the audi- 
ence with his address, “Stress in the 
World: The Individual and the Doc- 
tor.” Dr. Rusk is director of the De- 
partment of Physical Medicine and 
Rehabilitation, New York University- 
Bellevue Medical Center, and asso- 
ciate editor of The New York Times. 
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Stress can be wonderful therapy. Lack of it can probably be just as 
dangerous in reverse as bed rest used to be, before physicians and 
the public were educated to the deconditioning phenomena that results 
from too much time spent in bed. 


would not be surprised at all to see an expectancy 
of 100 in Sweden near the turn of the century. In 1900 
the expectancy was 49; today it is the Biblical three 
score years and ten, and five of those years have been 
added within the last ten years of medical advance. 
The problem is obvious. 

I think that we in medicine are primarily responsible 
for creating this problem, and that we’ve done it with 
insulin and liver extract, antibiotics, better surgical 
techniques, mass x-rays, population x-rays and better 
public health practices and services, plus better nutri- 
tion and housing. All put together, we’ve created this 
aging population. Of course, we realize that age is 
physiologic and not chronologic. Some people are old 
at 40 and others are young at 80. 

I think it’s very unfortunate that we have put a magic 
touch on a date, because I think by the willy-nilly re- 
tiring at 63, 65, 67, or whatever date you like, the most 
popular one being 65, we lose our most precious hu- 
man asset, and that is wisdom, because people are not 
born wise. Wisdom only comes with experience, and 
experience only comes with time. 

I will illustrate with an incident that took place in 
Washington seven years ago. I spoke at a meeting of 
the Industrial War College on utilization of handi- 
capped and disabled people as part of the war mobiliza- 
tion effort. I described the problem and the fact that 
recent studies in Oxford had shown that you could 
teach an old dog new tricks, that an older person could 
accept the same type of vocational training with almost 
as good results, not quite so rapid but more steady in 
operation than the young. I also spoke about the dis- 
sipation of our wisdom, etc. And after the meeting the 
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general in charge of the college walked with me to t!ic 
car. He said, ‘tl was very much interested in your di.- 
cussion about retirement, and the problems thereto, t!\¢ 
problems that are associated. You know, the Industri] 
War College is my baby. It was my dream, and I’\e 
headed it for the eight years it’s been in existence. 
And now at a time when mobilization and all our pro- 
duction effort and its integration with the Department 
of Defense was never so important in our history as it 
is now, I’m retiring at 63 next year.” He said, “I’ve 
just passed a perfect physical examination; I wasn’t 
faulted, and you know, I’m retiring at the same ~ge 
that the average senator becomes eligible for a com- 
mittee chairmanship.” 

I wonder, as you look back into history, how it would 
have been written today had Winston Churchill retired 
at 65. It would have been the year before the Battle of 
Britain. 


We Have the Tools 


I think tools are in our hands today, even though 
some of them are crude, to assess physically and physi- 
ologically, emotionally and psychologically, the in- 
dividuals who can continue to work in their same job, 
or if they want to work, to do a different job at a slower 
pace, without danger to themselves or their fellow 
workers. 

I think also it is our responsibility to practice a new 
type of preventive medicine in this area. That is going 
to be the primary problem in preventive medicine of 
the future, and it’s much more difficult to administer 
than an injection of Salk vaccine. Here we must use 
the social tools. P’ll give you an illustration. 

Fourteen years ago, in one welfare office in the Bronx, 
the workers couldn’t get any work done because there 
was a constant stream of old people coming by all day 
long with some kind of complaint. Finally one worker 
said, ‘I don’t believe these people really have anything 
to complain about; they don’t have any place to go.” 
So they said, *‘Let’s set up a little club for them, and 
maybe they'll go there and we’ll get them out of our 
hair.” So they got three rooms in an abandoned city 
hall and furnished it with an old, beat-up piano, a 
second-hand pool table and three card tables. They 
called the recalcitrants in, and said, ““We’re setting up 
a new club for you. It’s to be known as the Hodgson 
Center, and you are the charter members. You make 
the ground rules.” They were delighted. They said, 
**We’ll make the ground rules. In the first place, you 
can’t get in till you’re 65. Second, we’ll elect officers 
every three months so everybody will have a chance. 
Third, everybody will serve on a committee.”’ They had 
committees for everything. I saw this place after it had 
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96, the average age, 76. But it had grown; they had 
shops; they had a dance once a week; they put on a 
play once a month, written by an 81-year-old play- 
wright; there’d been 11 weddings since the place 
opened, and it was terrific. 

But the thing that intrigued me medically was that 
the members of this club, compared to a similar seg- 
ment of the population of the same age group and the 
same economic and social strata in New York, had 50 
per cent fewer admissions to hospitals for physical ill- 
ness and visits to physicians and to clinics had dropped 
50 per cent. I asked, ‘How many of these people have 
had senile psychotic breaks requiring admission to an 
institution ?”’ They said, don’t know, but we'll try 
to find out.” While they were trying to go over their 
records, I went to the American Psychiatric Society, 
and asked them how many you would expect for this 
age group and this social and economic level. They 
gave me the figure of 40. When they searched the 
records of 700, they could not find a single instance of 
admission to a mental hospital for senile psychosis. I 
know that’s a statistical aberration. But I also know 
that if they had sent 40 in, eight a year for five years, 
it would have cost the government $10,000 each year 
more than it cost to run the center for the 700. I know 
it’s not too much of a statistical aberration, because 
two years ago I went to the third anniversary of the 
fourteenth such center set up in New York at the 
worst spot in the city. It’s a combination of Harlem 
and the Puerto Rican section, a very deprived section, 
where there were 26 nationalities and ethnic origins 
among 400 members. In three years there’d been only 
two mental breaks among the members. 


An Endocrine Riddle 


There is something in being busy and having pur- 
pose in life and in being happy that prevents the pro- 
gression, at least the symptoms of progression, of 
atherosclerosis. Obviously it’s bound up in the com- 
plex, magnificent endocrinologic metabolic mechanism 
that nature has given us. Someday I believe we will 
find the answer biochemically as to just what this 
substance is. 

We can illustrate this problem in reverse by a retro- 
spective evaluation in our own clinic of 250 patients 
who had strokes of apoplexy. The average age was 63. 
The average time lapsed from stroke to training was 
nine months. The average training time was seven 
weeks. We were trying to correlate what had happened 
in these individuals, two, three and five years after 
their rehabilitation. We found that the degree of, and 
success of, rehabilitation had absolutely no correlation 
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Dr. Rusk stated that in a follow-up study of 250 patients who had 
strokes of apoplexy, it was found that the patients did well, were able 
to get out of the hospital and to live noninstitutional lives if (1) they 
had a job to go to; (2) they had a home to go to; and (3) if they had 
someone who loved them. 


with the severity of the neurologic injury. We had good 
results with patients who remained completely para- 
lyzed, required a long-legged brace, or were confined 
to their wheelchair, but who learned to do things from 
the chair. We had poor results from patients who had 
only little residual in one hand. 

But there were three factors that correlated across 
the board. The patients did well, were able to get out 
of the hospital, were able to live noninstitutional lives, 
if (1) they had a job to go to; (2) they had a home to 
go to; and (3) if they had someone who loved them. 

I think we in medicine have done a particularly good 
job with our own retirement problems. I think we’ve 
sensed the necessity of doing something constructive 
for individuals who want to stay on in medicine, write, 
do clinical research or consultation. Some of these in- 
dividuals are able to keep a small office practice, to 
keep their old patients but not take on any new ones, 
to eliminate operative surgery but do consultative sur- 
gery or some phase of basic research they’ve never had 
time to do. If a doctor is interested in another field, 
he’s perhaps prepared himself with a little farm where 
he can raise rabbits, or perhaps he will head the com- 
munity services in his community, or do one of a thou- 
sand things that he hadn’t had time to do otherwise. 

In preventive medicine we have had the sixth sense 
to do these things for ourselves. Now we must apply 
the social and psychologic tools to the emotional neces- 
sities of our patients in these fields, to give them stress 
by a change of work, a secondary avocation, or a new 
vocation, and let it be used as a therapeutic friend. 
It’s a tool in our hands that I think we will find as 
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valuable in this field as antibiotics and some of the 
great new therapeutic treasures of the last decade 
seem to us now. 


We're Spiritual Adolescents 


We’re living in a world that is technologically pre- 
cocious and hard for us to comprehend. Yet in many 
ways we are so spiritually adolescent. Remember when 
Sputnik came, four or five or six months ago, our con- 
sternation, shame, and how upset we were and still 
are? I don’t think the real answer to the original 
Sputnik was little Sputniks; and I think we had an 
antidote that, if it had been used and the peoples of the 
world had known at the time, there would have been no 
necessity for us in the United States to bow our heads 
in technologic shame. All we needed to say was, “This 
is a magnificent achievement. We congratulate you. 
We, too, are working in this field. At a given time when 
our projects develop to where we want to take this 
step, we also will be sharing the stratosphere with our 
own experimental satellites. But friends, we’re more 
interested right now in the problems of people than we 
are in the stratosphere. We call to your attention in the 


The medical profession has the opportunity and the challenge to mend 
@ torn and ravaged world. Where health is concerned, peoples of the 
world speak a common language. People in other lands understand 
and appreciate the people who help the sick, the crippled and the 
disabled. 
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Soviet Union that there are two billion people in th. 
world and that one billion of them live in malariou; 
areas. There are 200 million cases of malaria each year 
in the world, and it’s still the number one cause of 
death. We’d like you to remember, too, that we don t 
have malaria any more in the United States. But here 
is our check, given within a matter of two or three 
weeks after Sputnik, as the first payment on $108 mil- 
lion which we have pledged to the World Health 
Organization as a part of the total of $500 million that 
will eradicate malaria from the face of the earth. This 
is not to control malaria, but to make it a disease of the 
past. This will let them understand us in the United 
States better than anything that we could do in the 
stratosphere.” 

I’ve never been any place in the world, and that in- 
cludes the Soviet Union, where, when you talked 
about the problems of the sick, the crippled and the 
disabled— regardless of race, creed or color, geo- 
graphic barriers or iron or bamboo curtains— you 
couldn’t speak a common language. That’s why I be- 
lieve that we in medicine have such a terrific oppor- 
tunity and also such an alarming responsibility, 
because we possess this language that goes beyond the 
present babble of tongues. We’ve seen it so many 
places. 

{ think of Korea in wartime. The country had been 
gone over five times in some places. The thing that 
amazed me about the Korean people was that I never 
heard a child cry, I never heard a man in a hospital 
groan in pain, I never had a Korean ask for anything 
that in the next breath he didn’t say, ‘Won’t you help 
us to fight to be free? We don’t want chocolate bars or 
peaches. We want you to help us, give us rice, give us 
strength to fight.” I don’t think they would have had 
it, had it not been for institutions like the Maryknoll 
Sisters Clinic in Pusan, operating in unbelievable difh- 
culty with two, three, five thousand patients a day and 
others who would sit all night with their kids in their 
arms in order to get in. Tuberculous meningitis was 
treated on an outpatient basis, because there were no 
beds; and regardless of anything else, these people 
realized the Maryknoll Sisters were there. And there 
was the Children’s Castle that the GI’s built, the first 
one for the first Korean orphans, because they wanted 
to. Then, there is the experience that Dooley and his 
boys have had in Laos, with one little mission that 
went into the hinterland, not because the government 
sent them, not because they had to go, but because 
they wanted to go. Now, your own Dr. Cominduras is 
making a trip around the world to pick out new places 
where six new such missions will go. We have in our 
hands the tools to make at least one small, firm corner- 
stone in this structure that we’re trying to build for a 
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peaceful world. We’re fighting two wars: the first is the 
war for survival, and that is the armed camp, the 
guided missile, the bombers and the weapons of de- 


young doctors a year to our 7,000. I’m disturbed to see 
the cities filled and the hinterland filling. I’m particular- 
ly disturbed to hear the reaction of the two hospitals 


of struction. Second is the war for peace, and you never _ they’ve built in Afghanistan and Ethiopia, fully staffed, 
rt win the second war with guided missiles. You win that _—_and of the ones that are being prepared, one on the 
re with the hearts of men. border of Laos and Red China, and the other on the 
ee border of Thailand and Red China. Peoples of the 
il- world don’t understand who builds the dams and 
ith roads, but they do understand who helps the lame 
vat I think all of us were deeply heartened when we read _ to walk and the blind to see, and their sick children 
his in the President’s State of the Union Message in __ to be well again. 
the January that there is one place where we can start to So I say that we American physicians who under- 
ted work with the Russians tomorrow. That is in the stand this traditionally, and to date have done more 
the attack on malaria, on heart disease,.cancer and the than any people in the world, have a therapeutic 
other scourges of mankind. A week later a friend sent _ responsibility to the world. Maybe if we can lead the 
in- me a translation of a speech in Minsk where Krushchev way more actively and dynamically, others in other 
ked said, “I read the message; the one thing we can agree _ professions will follow. 
the with is the third-to-the-last paragraph. Let’s start A British philosopher, 400 years ago, said this all so 
e0- together on these now.” simply, in one sentence. “If every man would mend a 
you I know perfectly well that the people and politicians = man, then would all the world be mended.” I think 
be- in the Soviet Union know what a great vehicle health _ that all of us have special pride in the fact that we are 
DOI= services are for carrying your ideas and ideals to the _a profession who mend. This is a new opportunity for 
lity, world. I am disturbed that they are graduating 27,000 _us in a torn and ravaged world. 
the 
any 
that 
ever 
pital Another Gain Moke THAN 7,000 new physicians entered the practice of medicine in the United States dur- 
hing er? ing 1957. This is the fifth consecutive year that the number has exceeded 7,000. The total of 
help in Licensed _ licenses issued during 1957 represents an increase of 547 over 1956. 
rs or Ph es The AMA Council on Medical Education and Hospitals reports that of the 7,455 new doctors 
— ysicia ns licensed to practice, 5,872 licenses were given as a result of written examinations, and 1,583 
hed by interstate reciprocity or endorsement of credentials. 
knoll During this same period, 3,500 physicians died, leaving the over-all gain in doctor popu- 
diffi lation at 3,955. During the year 9,116 persons applied for licensure by written examination. 
Of these, 7,769 passed and 1,347 failed. 
and Seven of the schools had no failures among their graduates. These were the University of 
their Mississippi, Stanford University, University of California at Los Angeles and San Francisco, 
3 was Yale University, Albany Medical College and the University of Utah. 
re no Among those who took the examinations there were 6,244 graduates of approved medical 
eople schools in the United States; 185 from approved schools in Canada; four graduates of ap- 
there proved schools in the United States which are no longer in operation; 2,299 from foreign 
e first medical faculties ; 42 graduates of unapproved medical schools in the United States no longer 
anted in existence ; and 342 graduates of schools of osteopathy. 
id his California issued the highest number of licenses, 2,167. New York was second with 1,355, 
» that while Ohio and Pennsylvania were next with 831 and 744 respectively. Florida, Illinois, 
nt Maryland and Texas each licensed more than 500 physicians. By geographic area, the greatest 
_ number of licenses was issued in the Middle Atlantic states, 1,718; in the East North Central 
sai states, 1,466; and in the South Atlantic states, 1,262. 
somnticr Three medical-schools which had graduates for the first time during this period were the 
places University of Mississippi, the University of Missouri and the University of Saskatchewan. 
in our Altogether, state and territorial boards issued 15,090 licenses during the year, but 7,635 
orner- of these went to doctors already holding licenses from another state or to men who took 
d for a examinations in more than one state. 
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The Modern Medical Examiner for Life Insurance 


NATHAN TROUM, M.D. 


An insurance examination takes about the same time as a regular 
periodic check-up. The added factor is the need for the physician to 
separate “history,” as given by the applicant, from what the doc- 
tor may believe to be the true facts. 


THE ROLE of the general practitioner as a life insurance 
company medical examiner is frequently misunder- 
stood by the lay public—and even by many of his 
medical colleagues. For this reason, clarification is 
needed to establish the practice as (1) a necessary 
and valuable adjunct of general practice; (2) an 
important method of broadening medical knowledge 
and detecting diseases in their early, relatively un- 
complicated states; and (3) a source of income and, 
occasionally, new patients for the practitioner. 

The relationship between the physician and the life 
insurance company is, in practice, explicit. The 
physician is assigned responsibility by the life insur- 
ance company to help determine, from the medical 
point of view, the insurability of an applicant. This 
does not place the physician in any position of par- 
tiality either to the insurance company or to the appli- 
cant. The doctor is simply retained by the company 
or the applicant. He does a job for the company for 
which he has been carefully trained and duly licensed 
——no more, no less. 
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In a sense, the entire relationship between th: 
insurance company and the examiner is closely allie! 
to that of the physician and his patient. A patient. 
for example, seeks out a specific physician because |i 
has heard of the doctor’s reputation, or because |. 
has been recommended by still another physician. 

The company selects its medical examiner in the 
same manner—on the proven ability of the physician 
to do a competent diagnostic job. The company can 
evaluate a doctor by his practice and community 
standing, by his school and medical associations and 
by his hospital affiliations. The thoroughness of the 
checking procedure, in fact, completely belies the 
impression held by some few people that an insurance 
medical examiner is usually a “cast-off or unsuccess- 
ful” physician. The direct opposite is true. The doctor 
selected as an examiner for a reputable insurance 
company is frequently one of the community’s leading 
physicians with a sizable practice. 

Once the insurance company approves of the physi- 
cian, he is assigned examinations in his practicing 
area. As a rule, the contacts are made by a local 
representative of the company (the insurance agent, 
in other words) who arranges for examinations of his 
life insurance applicants. Contrary to some beliefs, the 
doctor can complete most of these examinations in 
his own office, strictly on an appointment basis. Both 
the applicant and the agent respect the doctor’s time, 
just as the examiner respects the time of these busy 
people. 

In other words, there is no necessity for the doctor's 
going out of his way to keep an insurance examination 
appointment. The examination can be fit into the 
doctor’s regular office hours if he desires. 

The actual examination should take the same time 
as a regular periodic check-up examination (excluding 
the possibility of detailed x-ray studies). However, 
from the medical standpoint, there is often a greater 
degree of diagnostic skill required for life insurance 
examinations than for regular examinations. A physi- 
cian’s responsibility in insurance examinations con- 
sists of getting an accurate history of the special events 
requested on the life insurance company’s form, and 
recording them precisely and legibly. It is worth 
while to point out here that the examination does not 
require a great deal of stenographic time and effort. 
An examiner is required, however, to do the job him- 
self, because the examination form is a legal document. 

The added factor in the insurance examination 
which demands the utmost diagnostic skill is the neces- 
sity for the physician to exercise his medical-detective 
judgment to separate “history” reported by the appli- 
cant from what the doctor may believe to be the true 
facts. In other words, the medical examiner is en- 
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trusted with the responsibility of diagnosing and re- 
porting the present medical condition of the applicant 
(not in relation to any criteria set by the insurance 
company but simply as the doctor finds it). He also 
has the responsibility of detecting factors which would 
indicate previous conditions that have not been re- 
ported by the applicant. This responsibility, of course, 
centers primarily on past diseases of the heart, lungs 
and abdominal region. 

When the doctor has completed his detailed anal- 
ysis of the applicant’s past and present medical con- 
dition, he forwards his findings to the company’s 
medical director who utilizes them for underwriting 
purposes. It is significant that the doctor is in no way 
responsible for approval or disapproval of the policy 
—he simply functions as a medical reporter to un- 
earth facts which can be used by the company to make 
these decisions. 

The fact that the medical examiner isn’t concerned 
with approval of the policy, however, doesn’t prevent 
him from guessing what he would do if the responsi- 
bility were his. This curiosity is a healthy one because 
in an interesting or unusual medical case, a follow-up 
call to the agent to ascertain the company’s decision 
adds to the physician’s store of knowledge simply 
because it allows him to see his findings applied and 
interpreted in a much broader sense. 

Although the insurance medical examination is 
conducted specifically to determine fitness for a policy, 
it frequently results in findings previously unknown 
to the applicant. The physician’s responsibility in 
this case transcends the primary purpose of the exami- 
nation by a physician of the applicant’s choice. In 
effect, the examination then serves as a valuable service 
in detecting diseases at the point where they often 
are relatively easy to treat and correct. 

Coincidentally, detection of diseases unknown to 
the applicant may result in a new patient for the ex- 
aminer—or else he may find a new patient simply on 


his handling of the routine examination. It must be re- 
membered that the applicant is conscious of the fact 
that the examiner has the confidence of a large and 
respected company, plus a certain standing in the 
community. These factors may influence him to select 
the examiner as his personal physician. 

In short, the insurance medical examination is 
always the source of good income for the general 
practitioner and internist, and occasionally, the source 
of a new patient. Ethically speaking, this is the best 
way for a physician to gain patients and income, 
simply because both are derived as a direct result of 
medical practice. 

Historically, the relationship between the medical 
examiner and the life insurance company is relatively 
new. The early days of insurance companies were 
clouded by some few disreputable concerns who used 
the term “insurance” as a means of taking but not 
giving. Today, however, stringent laws and regulations 
by the federal and state governments have weeded 
out the unscrupulous operators and raised the re- 
maining insurance companies to the top echelon of 
American business. The contributions of these com- 
panies, in fact, has gone far above the issuing of various 
kinds of insurance policies. In the realm of education, 
for instance, insurance companies play a major role 
in informing the public of medical problems, acquaint- 
ing them with progress in these areas and making 
them conscious of early symptoms so they may seek 
prompt medical attention. 

For these and many other reasons, the function of 
a practitioner as a medical examiner must be con- 
sidered an important phase of a doctor’s work. The 
relationship actually aids the physician by broadening 
his medical knowledge, by giving him the opportunity 
to detect illnesses in their early stages, by giving him 
the prestige of endorsement by a respected national 
company and by providing him with a totally ethical 
source of income. 


Pointless? 


IN A PERIOD when imponderable calamities appear always in view like thunderclouds cluster- 


ing around the horizon, small troubles, minor deviations of behavior, seem almost necessary 
to divert one’s mind back to sanity. In this respect fashion designers may have served a useful 
purpose for centuries, as they are doing at present, by returning the feet of men and women 
alike to shoes so pointed that every law of pedal anatomy is violated, especially when the 
anterior points are combined with pivotal heels on which women are now unable to pivot. 
This aberration may be attributed by the advertising fraternity to popular demand; it is more 
likely due to a conspiracy with the manufacturers of motor cars, intrigued by the supposition 
that they who cannot walk must ride, even if the dimensions of the modern American motor 
car prohibit stopping when one gets to where one was going. 
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Penicillin V Potassium, Wyeth 


LONGER levels 


timed release for long-lasting penicillin blood 
levels with only a single tablet q. 8 hours 


Pen-Vee’ L-A 
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The Doctor Business. By Richard Carter. Pp. 260. Price, $4.00. 
Doubleday ¢= Company, Inc., Garden City, N.Y., 1958. 


Wirn the publication last month, by Doubleday, of Mr. 
Richard Carter’s book, The Doctor Business, Dr. Michael 
M. Davis will have to relinquish his position as organized 
medicine’s bete noir to a newcomer. An uncommonly ar- 
ticulate critic, Mr. Carter is certain to win this year’s 
unpopularity contest in medical circles. 

In flawless prose, and with Ivy League calm, Mr. Carter 
delivers this season’s most wildering attack on organized 
medicine in general and the American Medical Association 
in particular. It is not because he brings more logic to his 
task, or bolsters his grape-shot assault with more facts, that 
Mr. Carter’s attack upon cherished principles of organized 
medicine is made more effective than other recent diatribes 
of professional iconoclasts. He simply writes better. He 
writes extremely well. He writes vastly better than Dr. 
Davis, for instance, though he says precisely the same 
things Dr. Davis said in his opus, Medical Care for Tomor- 
row, published in 1955. 

One regrets that Mr. Carter is not more careful with his 
evidence. He submits his proposition with the statement 
that, “The prevailing fee-based relations between private 
physicians and private patients are inefficient and un- 
economical—and scientifically obsolete. 

“The main problem,” he says, “is an inadequate system 
of medical practice perpetuated by an unduly powerful 
confederation of medical societies headed by the AMA.” 

Then he states, “This book substantiates those shocking 
assertions by means of unadorned fact.” He proceeds 
to confuse unadorned fact. with reckless opinion. On page 
15, for example, he reports that, ‘Organized medicine has 


been fighting against coverage of the American population, 


by medical insurance adequate to pay bills.” 

And on page 23 he declares that the AMA “has gone to 
considerable lengths to limit the quantity of physicians.” 

These statements are simply untrue, as any informed 
person knows. : 

Mr. Carter’s scathing attack upon what he calls “the 
jungle-type medical economics perpetuated by organized 
medicine” is softened by an occasional word of praise. He 
is extremely charitable toward the American Academy of 


GP December 1958 


Practitioner's Bookshelf 


General Practice, for instance. He recognizes the essential 
role of the family doctor in any health system and gives 
the Academy sincere praise for its effective program in im- 
proving his status. But he lapses into recklessness again 
when he deplores the oft-repeated statement that the family 
doctor is able to treat about 85 per cent of all ills. This, he 
says, is “without the slightest statistical support.” Obviously, 
he has never read the morbidity studies on this precise 


-point by Lee and Jones many years ago and the confirma- 


tion of these findings more recently by Wingate Johnson 
and his associates. These studies do provide statistical 
support of the claim he questions. 

In Chapter 6, Mr. Carter chases the old will-o-the-wisp of 
complete insurance coverage of all age groups for all con- 
ceivable medical and hospital costs, ignoring the fact that 
this is actuarily impossible. And, as others have unhappily 
done before him, he confuses life insurance with the much 
more complicated form of disability insurance. 

Mr. Carter’s plea is for group practice (with general 
practitioners acting as general managers of the patient’s 
case) with prepayment. If you are seriously concerned 
about the steady inroads of third party interests into our 
traditional system of medical practice—as most of us are— 
you will want to read this book. 

Mr. Carter had better not get sick while the impact of his 
book is still fresh in the minds of his doctors. 

—Mac F. Canar 


life Insurance and Medicine. The Prognosis and Underwriting of 

Disease. Edited by Harry E. Ungerleider, M.D. and Richard S. 

Gubner, M.D. Pp. 994. Price, $16.50. Charles C Thomas, 

Springfield, Ill., 1958. 

Tuis 994-paGE volume, with 54 contributors, is the latest 
and most comprehensive authority in its field and will un- 
doubtedly become the “bible” of underwriters for life in- 
surance, accident, health and major medical risks. 

The editors have included the full lecture courses given 
by the Board of Life Insurance Medical Directors as a re- 
quirement leading to certification by that board. This series 
covers the history and organization of life insurance com- 
panies: the financial setup, analysis of reserves and descrip- 
tion and explanation of various policy plans. Mortality 
tables and their use are succinctly and adequately covered. 
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The advantages of the numerical rating system are dis- 
cussed, covering past history, family history, moral hazards 
and habits as well as physical impairments and other factors 
involved in classifying the applicant as to his estimated 
mortality group, considering the wide range of hazards in- 
volved in the various phases of life on this planet. 

The major portion of the volume is devoted to the effect 
of the latest clinical advances, including newer concepts of 
drugs, anesthesia and surgical treatments, in the rapidly 
changing underwriting outlook on many diseases formerly 
considered uninsurable. The authors have covered an as- 
tonishingly wide range of conditions (from angina back to 
thalassemia) with some indication of insurability in each. 
The book has a large number of graphs, charts and tables to 
explain the text. 

As to general practice, this book is valuable chiefly in 
providing the effects of specific diseases or impairments on 
longevity in terms of the norms established over the years 
by the tremendous volume of pooled actuarial data. The 
second value is the brief but comprehensive and authorita- 
tive explanation of the fundamentals underlying philos- 
ophies and principles of life insurance. 

For those physicians and lay underwriters in insurance 
medicine, I consider this an indispensable reference and 
guide. It is the newest and most comprehensive volume, 
crammed with information from recognized authorities, in- 
corporating the latest clinical advances in medical sciences 
into the art of life insurance, and I heartily recommend it. 


The authors and contributors are to be highly com- 
mended in that all profits derived from the sale of this 
valuable book will be donated to the Medical Education 
Fund of the American Medical Association. 

—lIvan C. Heron, m.p. 


Auscultation of the Heart. By Abe Ravin, M.D. Pp. 166. Pric:, 
$13.50. The Year Book Publishers, Inc., Chicago, 1958. 


RECENT ADVANCES in the treatment of heart disease have 
stimulated interest in more accurate physical diagnosis. In 
this text, Dr. Ravin has ably and succinctly incorporated 
recent contributions and summarized our knowledge of 
auscultation of the heart. 

The book is introduced by general considerations of 
properties of sound and its transmission. The correct 
choice and skillful use of the stethoscope is emphasized. 
This is followed by a description of normal and abnormal 
heart sounds and murmurs. The auscultatory findings in 
congenital and rheumatic heart disease are detailed. There 
are well-presented sections that are concerned with the im- 
portant differentiation of murmurs similar in timing and 
quality, such as the murmur of mitral regurgitation vs. that 
of tricuspid regurgitation. The theory and mechanism of 
production of sounds and murmurs are not stressed since 
the orientation is toward the clinician. 

The information is accurate with only rare exceptions. 
One detail with which the reviewer differs is Dr. Ravin’s 
statement that factors associated with the diastolic gallop of 


with the 
usual cough 
remedies? 


—do you find that the local soothing effect of cough syrups is not enough? 
—are you concerned about the side effects of codeine? 
—do you find that many remedies decrease cough productivity? 


—do you have patients who do not cooperate fully 
because of cumbersome forms of issue and too frequent dosage? 
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the failing myocardium are a rapid rate and sinus rhythm. 
This sound is frequently heard when the rate is slow and is 
present, although more difficult to detect, in auricular 
fibrillation. 

The figures are adequate. A graphic method for repre- 
senting heart sounds that some readers may find complex is 
utilized. The selected bibliography is an excellent reference 
for further and more detailed reading. Extension of the ma- 
terial to include inspection, palpation and percussion of the 
heart would have enhanced the book’s value. 

This text is recommended to all practicing physicians 
who are interested in increasing their diagnostic acumen of 
cardiac disorders. —Frank L. Marcus, M.D. 


The Dermatologist’s Handbook. By Ashton L. Welsh, M.D. Pp. 386. 
Price, $15.00. Charles C Thomas, Spring field, Ill., 1957. 


THIs BOOK is a compendium of therapeutics to be employed 
by dermatologists as a reference manual. Source material 
has been obtained from the U. S. Pharmacopeia, National 
Formulary, New and Non-official Remedies and pharma- 
ceutic company literature. 

The first part of the book is concerned with topical ap- 
plications such as powders, liquids and ointments. This is 
the portion of immediate interest to the dermatologist. The 
only criticism can be directed to the scant description of 
the preparations and frequent lack of dosage. 

The second section is concerned with drugs used in in- 
ternal therapy. In a specialized book of this type, one 


wonders as to the necessity of including such items as anti- 
malarials, cholagogues, antiarthritics and muscle relaxants, 
laxatives and cathartics, urinary antiseptics and diuretics. 

The last portion of the text is devoted to reference data 
such as treatment of poisons, the removal of medicinal 
stains and prescription writing. 

If the first section of the book were presented in greater 
detail, it would enhance the value of this volume as a refer- 
ence work. Many chapters in the latter portion could be 
omitted without effect upon its usefulness. 

—Louis H. WEINER, M.D. 


High Arterial Pressure. By F. H. Smirk, M.D. Pp. 764. Price, 
* $15.00. Charles C Thomas, Springfield, Ill., 1958. 


Many PHysicians throughout the United States will recall 
the visit of Dr. Smirk to this country in 1954. Professor of 
medicine at the University of Otago in New Zealand, Dr. 
Smirk is a pioneer in the drug treatment of hypertension 
and particularly in the use of ganglion blocking agents. His 
book is an authoritative reference work on the etiologies, 
physiology, pathology, natural history, diagnosis and es- 
pecially the treatment of hypertension. 

The book is well documented, providing well over 2,000 
pertinent references. Chapter by chapter, references are 
discussed that did not become available until late 1956 
and 1957 during the printing of the volume. This device 
for bringing a text as up to date as possible should have 
more widespread use. 


If not... 
here’s why you 
should try new 
‘Tessalon Perles 


¢ controls cough by dual action—in the chest as well as at cough centers of the brain. 
e 212 times as effective as codeine’ without the side effects of codeine. 

e controls cough frequency without decreasing productivity or expectoration. 

e Perles offer convenient, precise dosage and relief for 3 to 8 hours. 


AVERAGE ADULT DOSAGE: 100 mg. t.i.d. 

In refractory cough, up to 6 perles (600 mg.) 
a day may be given. 

AVERAGE DOSAGE FOR CHILDREN UNDER 10: 
One Pediatric Perie (50 mg.) .i.d. 

SUPPLIED: TESSALON Perles, 100 mg. (yellow). 
Pediatric Perles, 50 mg. (red). 

Pediatric Perles available Oct. 1, 1958. 

1. Shane, S. J., Krzyski, T. K., and Copp, S. E.: 
Canad. M.A.J. 77:600 (Sept. 15) 1957. 
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sleepers 


® Although advanced age itself is not detrimental 
to sleeping well, elderly people who live alone, 
including both widows and widowers, sleep less well 
than those who are married. Sleep during the day 
does not cut into nightly rest in this group. 

* * 
® Sleep paralysis may occur more often than realized. 
It happens just before and after sleeping, lasts from 
a few seconds to a few minutes—may be 


accompanied by the inability to speak or hallucinations. 


It is not necessarily accompanied by narcolepsy or 
catalepsy. Depending upon the case, psychological, 
physiological or no treatment may be given. 


* * * 


“Come, sleep, O sleep, the certain knot of peace, 

The baiting place of wit, the balm of woe 

The poor man’s wealth, the prisoner’s release, 

Th’ indifferent judge between the high and low. . . .” 
—Sir Philip Sidney 


You can trust Lorusare®—new intermediate- 

acting barbiturate—to bring sleep quickly 

and dependably. It puts patients to sleep in fifteen to 
thirty minutes—sleep that lasts a natural sleep 

span of six to eight hours. Former insomniacs awake 
refreshed—without lethargy. LorusaTr’s new 

form, slender purple Caplets,® is not easy for patients 
to recognize, will appeal to those who resist 

“sleeping pills,” particularly geriatric patients. And 
add a prescription for Lotusate to the next 
International Certificates of Vaccination that you 
make up for a traveler-patient. 


() LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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Smirk gained a vast experience with the treatment of hy - 
pertension, using subcutaneous injections of hexametho:- 
ium. Apparently this method for producing ganglio,: 
blockade is still used occasionally in his clinics. However. 
there is extensive detailed reference to the oral use of all tlic 
newer ganglion blocking drugs. 

Much of the drug treatment experience that is describe«! 
was gained in outpatient clinics where Dr. Smirk often ob- 
serves his patients for many hours after a dose of a drug, 
with frequent blood pressure readings in various postures. 
Thus, some of the treatment techniques described in great 
detail are best suited for the clinic setting. 

The importance of the subject and the high quality of 
this text make it of more than passing interest to general 
practitioners, internists and those with a special interest in 
the circulation. —Joun C. Ross, m.p. 


Principles of Ophthalmoscopy. By John K. Erbaugh, M.D. Pp. 70. 
Price $5.50. Charles C Thomas, Spring field, Ill., 1958. 


THIs COMPACT manual is an easily read yet precise work 
which adheres to the scope of its title. The orderly se- 
quences of a proper eye examination are discussed in 
anatomic progression from cornea to optic disc and retina. 
Diagrammatic illustrations are part of the simplified pat- 
tern in developing this text. 

Emphasis is given to lesions of the disc, vascular changes 
in the retina and retinopathies which reflect disease else- 
where in the body. An appendix provides a valuable review 
of the technique and physics of ophthalmoscopy. 

Once this book is reviewed, the reader will undoubtedly 
find himself using the ophthalmoscope more frequently as a 
valuable adjunct to a better and more complete physical 
examination. C. SANCHEZ, M.D. 


The Medical Management of Cancer. By Henry D. Diamond, M.D. 
Pp. 179. Price, $6.75. Grune & Stratton, Inc., New York, 1958. 


THE TITLE of this book conveys the exact scope of the sub- 
ject. The first section of the text concerns those cancers 
whose primary form of treatment is medical. The second 
section concerns those cancers in which primary treatment 
is surgery. However, many of these cancers are not seen 
early enough for complete surgical removal, or in many 
instances, other forms of treatment are also advisable. That 
is also discussed in detail. 

It is the opinion of the reviewer that the book accom- 
plishes its mission well. The illustrations are excellent and 
the readability is good. 

General practitioners will find this text to be of great 
value to them, especially since so many terminal cases of 
cancer are under the direct supervision of the generalist 
and since it is so essential that those cases which are amen- 
able to treatment be diagnosed early. 

Although the author states in the preface that the pur- 
pose of the book is ‘in order that the internist have a ration- 
al understanding not only of the treatment, but also what 
can be expected of such treatment, the natural history of 
specific cancers has been detailed,” it refers several times to 
the need of generalists as well as internists to have this 
information. —LELAND S. Evans, M.D. 
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Signs, Symptoms and Treatment of Certain Acute Intoxications. By 
William B. Deichmann, Ph.D. and Horace W. Gerarde, M.D. 
Pp. 151. Price, $3.75. Charles C Thomas, Springfield, IIl., 
1958. 


In THIS supersonic age man finds himself in an increasingly 
chemical” environment dominated by chemical food addi- 
tives, chemical growth stimulants, chemical plant acceler- 
ators, chemical weed killers, chemical insect sprays, chemi- 
cal complexions, etc. ad nauseam; and all physicians are 
being called upon with increasing frequency to render an 
opinion concerning the possible poisonous effects of chemi- 
cals, to diagnose intoxications, and to treat cases of acute 
and chronic poisoning. It must be a rare physician who has 
not fumbled for an answer to many problems of this nature, 
and wished for “ready reference” literature to assist him in 
his hour of need. Several encyclopedias of toxicology are on 
the market, but their enormous size and high cost limit 
their usefulness, and the accelerating surge of new agents 
soon renders them obsolete. 

This book is a small one which was designed originally 
for the house staff of a Florida hospital, and it can be car- 
ried in one’s coat pocket. Nearly 400 items are covered in 
alphabetic order (with necessary cross references) in 151 
pages. It might be called a “‘broad spectrum” book which 
covers a great many things from snake bite to cashew nut 
oil. There are a few omissions such as match heads and bit- 
tersweet which at least one general practitioner has run up 
against on many occasions. The monographs are brief, 
almost telegraphic statements with references to the appro- 
priate medical literature for those wishing more informa- 
tion when time permits. Such brief coverage is necessary if a 
book containing the essential facts on toxicology is to be 
kept to a reasonable size, but there are times when one will 
wish that the authors had included at least a word of explan- 
ation; for instance, why barbiturates aggravate antihista- 
minic poisoning. 

The introductory section contains helpful tips on first 
aid, general suggestions for treatment, drugs for the treat- 
ment of intoxications and supportive treatment. 

The book is well-printed and in a chemical-resistant, 
flexible binding. In spite of the fact that it is open to certain 
criticisms, it is one of the most successful and most con- 
venient first aid manuals on toxicology that I have seen. 

—Jersse D. Risin, M.D. 


The Relation of Psychiatry to Pharmacology. By Abraham Wikler, 
M.D. Pp. 322. Price, $4.00. Williams e& weaine Company, 
Baltimore, 1957. 


THIs BOOK is a comprehensive review of the abundant re- 
search carried out over the past 20 years or so on the re- 
lationships between behavior, biochemical and neurophy- 
siologic processes of the brain. It includes discussion of the 
newer work done with experimental psychoses and with 
sedatives and tranquilizers. The whole subject is covered in 
considerable detail and there is a bibliography of 889 
references and an excellent index. 

The author has himself contributed importantly to this 
field and is highly qualified to write critically of the research 
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Former insomniacs awake refreshed, without lethargy, 
after sleep from Lotusate, new intermediate-acting 
barbiturate. This somnifacient acts in fifteen to thirty 
minutes—sleep lasts from six to eight hours. 


Lotusate looks different—comes in slender 
purple Caplets®—120 mg. (2 grains). 
Adult somnifacient dosage: 1 purple Caplet 

15 to 30 minutes before retiring. 


New somnifacient brings sleep— 
without lethargy 


() LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 


175 


ashmirt rain-hats 
i 
From the | 
d 
lotus 
\ 
Ag 
at 
of 
al fi ~ 
in 
at 
e- 
ia. 
lly 
Sa 
: 
ers : : 
ent 
en 
ny 
hat 
ind 
eat 
of 
list 
en- 
/ 
on- 
hat 
q of 
s to 
this 
|| 


How to Meet Two Growing 
Problems of Your Everyday 
Medical Practice 

Just Published! 


THE CARE 
OF THE GERIATRIC PATIENT 


Edited by E. V. Cowdry, Ph.D., Sc.D. 
Written by 22 International Authorities 
The Only Up-To-Date Book that Includes 
All Phases of Geriatric Care 


Written by outstanding authorities, well qualified to dis- 
cuss the growing challenge of caring for the elderly, this 
new Mosby book gives you a fresh new outlook and reveals 
a mass of new accumulated information concerning the 
care of the geriatric patient. Discarding the complacent 
attitude that aging and suffering are but natural in older 
people, the authors prepare you to anticipate the medical 
problems likely to be faced by older people and to 
work toward their prevention insofar as possible. Not 
limited to any special phase of geriatric care, this new 
book covers in 19 chapters, nearly all of the medical, 
dental, psychiatric, nutritional, vocational, social and 
economic aspects of caring for the aged. 


Sdhed by &. v. COWDRY, Ph.D., Sc.D. (Hon.), Director of Wernse Cancer 
f University School of Medicine; For- 
merly President of the Gerontological Society and of the Second Inter- 
9 of the Medical and Scien- 
tifle C i A i ee the Pade inc. Written by 22 
Internationally Known Authorities. Just Published. 438 pages, 4%" x 
7%", illustrated. Price, $8.00. 


Just Published! 


REHABILITATION MEDICINE 


By Howard A. Rusk, M.D. 


First Comprehensive Book on Modern Concepts 
and Practices by the Leader in Rehabilitation 


The common belief of some years ago that rehabilitation 
belonged exclusively in the large medical centers has been 
largely disproved. Experience has shown that at least 
80% of all medical rehabilitation procedures can and 
should be done by the practitioner or specialist responsi- 
ble for the patient’s primary medical care. This new 
Mosby book, written by “Dr. Rehabilitation” himself, 
Howard A. Rusk, M.D., with the collaboration of his 
rehabilitation team at the Department of Physical Medi- 
cine and Rehabilitation at the New York University- 
Bellevue Medical Center, gives you an up-to-date, com- 
prehensive presentation of modern concepts and prac- 
tices as they are employed at one of the world’s leading 
rehabilitation centers. You can share the skill, insight and 
experience of some of the keenest minds in rehabilitation 
with this 572 page presentation. Not only does it discuss 
basic rehabilitation principles, but it explains their clinical 
application. 


By HOWARD A. RUSK, M.D., Prof and Chai: of the Department 
of Physical Medicine and Rehabilitation, New York University-Bellevue 
—- Center, New York City; and 36 Collaborators with the editorial 

ce of EUGENE J. TAYLOR, 4 M. Just Published. 572 pages, 
ou x OM, 172 figures. Price, $12.00. 


At Your Favorite Bookstore or Order on 10 Day Approval From 


The C. V.MOSBY Company 


3207 Washington Boulevard, St. Louis 3, Missouri 
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he describes. He frequently mentions the limitations «d 
possible sources of error in published work. At times he 
perhaps shows exaggerated caution in accepting report: of 
other workers. He places a great many terms in quotation 
marks to remind us, for example, that a change one autivor 
calls an “improvement” another might call something ese. 
Yet his critical evaluation of the research in this subject can 
provide the reader with a reliable guide to what is sound in 
the original literature—something which the editorial cen- 
sorship of our journals does not always assure us. 

I wish the author had given more attention to the read- 
ability of his book. In many places the text reads like a suc- 
cession of abstracts of journal articles with insufficient sum- 
marizing and integration of these abstracts. The paragraphs 
are long and sometimes run to several pages, which gives the 
reader much to assimilate under one topic. 

This text will have its chief value for psychiatrists and 
pharmacologists who want a guide to the basic research in 
psychopharmacology. I think for some years it will be one 
of the best reference books on this subject. I do not believe 
general practitioners will find it of value unless they have a 
special interest in psychiatry. Even for these physicians it 
does not provide easy guides to treatment, concerned as it 
is with fundamental research rather than with clinical 
applications. —IAN STEVENSON, M.D. 


Clinical Heart Disease. 5th ed. By Samuel A. Levine, M.D. Pp. 673. 
Price, $9.50. W. B. Saunders Company, Philadelphia, 1958. 


THE FIFTH edition of Clinical Heart Disease is, as always, a 
very good book for the family physician. The text deals with 
the important aspects of cardiac disease and, as far as pos- 
sible, the actual bedside diagnosis and treatment. The new 
edition maintains the same simple style and includes many 
of the new advances which have taken place since the 
previous edition. New sections have been added in con- 
genital heart disease and in clinical electrocardiography. 
The paper, binding and printing are excellent. 

This volume contains a great deal of practical information 
for the physician, and would make an excellent addition to 
the library shelf. A. Corrapo, M.D. 


Heart Disease and Pregnancy. By C. Sidney Burwell, M.D. and 
James Metcalfe, M.D. Pp. 338. Price, $10.00. Little, Brown and 
Company, Boston, 1958. 


Tuts Is a well-written book dealing with the physiology and 
treatment of heart disease as it relates to pregnancy. The 
authors state that the main theme of the text is that “ 
understanding of normal physiology enables management of 
disease during pregnancy to be rational rather than empir- 
ical.”” A chapter is therefore devoted to the maternal ad- 
justments that occur in pregnancy. The following chapters 
then deal with specific cardiac disorders such as rheumatic 
heart disease, congenital heart disease, etc. The authors are 
able, throughout the book, to draw from their wide clinical 
experience at the Boston Lying-In Hospital, and are thus 
able to give a first-hand account of the changes in this group 
of patients as witnessed by them. The paper and printing 
are adequate and the illustrations are.excellent. 

The authors have succeeded in their purpose of explain- 
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ing heart disease and pregnancy in a logical manner, that is, 
in terms of physiology. The book is also a practical one, 
being based on the years of experience of the authors in this 
field, and it conveys to the reader the most modern methods 
of diagnosis and treatment. This is an excellent book for any 
physician who treats pregnant cardiac patients. 
A. Corrabo, M.D. 


Bedside Diagnosis. By Charles Seward, M.D. Pp. 430. Price, $5.00. 
Williams and Wilkins Company, Baltimore, 1957. 


Tue score of this book is to give to the physician and 
student a brief but orderly arrangement of conditions that 
could be indicated by the symptoms and history. To this 
end, in my opinion, the purpose is adequately accomplished. 
The sequence of symptoms, the causes of the symptoms, 
the location of the causes, and the relation to the structures 
in that area are very clearly and briefly covered. 

I like the size of the book, the arrangement and the 
printing. It is readable and not bulky. The index is access- 
ible and easily followed. The chapter on normal values at 
the back of the text is easily interpreted and very handy as 
a reference. The British “accent” crops out every now and 
then, but on the whole does not detract from the value of 
the contents. 

It is my opinion that this text would furnish a useful 
reference for the busy doctor, whether he is a generalist or 
specialist. If the student were to acquire the habit of aiming 
at diagnoses as outlined by this text, he would have consid- 
erably less trouble in the future. I think the text has value 
and could be of great help to all doctors. 

—Cuar.es N. Wyatt, M.D. 


The Year Book of Medicine, 1957-1958. Pp. 755. Price, $7.50. The 
Year Book Publishers, Inc., Chicago, 1957. 


Tue Year Book isa valuable book for the busy practitioner. 
With the increasing number of journals appearing each year, 
a great service is rendered to the busy doctor by the group 
of experts who summarize the most important articles in 
their field during the year. Of equal importance are the 
numerous editors’ notes clarifying, amplifying or disagreeing 
with debatable issues. 

The book is well-printed on good paper and contains a 
good index. It should enable the busy physician to keep up 
with some of the latest material in medicine with a mini- 
mum of time. —Micnaet A. Corrapo, M.D. 


Fundamentals of Electrocardiography and Vect diography. By 
Lawrence E. Lamb, M.D. Pp. 142. Price, $9.50. Charles C 
Thomas, Springfield, Ill., 1957. 

Tue purpose of the book is to serve as an introduction and 

provide some basic concepts in the fields of electrocardi- 

ography and vectorcardiography. 

The book is written in simple terms so that it can be 
understood by the beginner. The paper is of the best 
quality, and the type is very good. The illustrations are 
large and exceptional. 

This book is intended for those with a particular interest 
in electrocardiography and explains the methods of vec- 
torcardiography. A. Corrapo, M.D. 
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VOILA! GORICIDIN 


THEY WORK LIKE MAGIC AT 
THE FIRST SIGN OF ACOLD 


NOTHING IN 
MY HAND 


EACH TABLET CONTAINS CHLORPROPHENPYRIDAMINE MALEATE 
PLUS APC. © 1958, SCHERING CORPORATION, BLOOMFIELD, 
NEW JERSEY. ALL RIGHTS RESERVED. CN.J-898 
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Now! The perfect coffee for... 
people-who-sell-shoes-to-women 


In fact, brand-new Aroma-Roast Sanka is perfect for anyone 
who lives in this high-tension world. 

New Sanka is the only coffee that delivers real coffee aroma 
and true coffee flavor, but without caffein...97% of the caffein 
is removed. Sanka can’t add to tension or disturb sleep. 


100% PURE COFFEE 


You'll like it, Doctor, and so will your patients. 


A fine coffee from General Foods 


NEW Aroma-Roast INSTANT SANKA COFFEE | 
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~ AAGP Members Would Have Top Roles in Case of Nuclear Attack on U. S. 


Intensive Report Made to AMA Task 
Force on Emergency Medical Care 


IN THE EVENT of thermonuclear attack upon the United 
States, Academy members, particularly those past age 
50, would most likely be called upon to take the lead 
in manning emergency hospitals and in caring for the 
surviving victims. 

This opinion was embodied in a special report to 
the AMA Task Force on Emergency Medical Care which 
was made by one of the task force members, Dr. Spencer 
York Bell, Academy member from Knoxville, Tenn. 
The other Academy representative on the task force is 
Dr. C. G. Reznichek, Madison, Wis. 

Following the recent task force meeting in Chicago, 
its chairman, Dr. John Flack Burton, said that the 
report had been adopted in about 95 per cent of its 
contents. 

The purpose of the six-member committee is to 
recommend a way to organize medical personnel as part 
of a commission on national emergency medical care. 
Its work will help determine the program against 
thermonuclear attack which is being developed by the 
AMA under contract with the federal Civil Defense 
Administration. CDA is providing nearly $150,000 to 
complete the project by the end of this year. 


AAGP’s Role 


What would happen in the event of a 20 megaton 
groundburst thermonuclear attack upon the 92 cities 
of the nation’s 70 critical target areas? 

The experts predict there would be some 13.5 million 
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casualties. Of these, 8.2 million would survive the 
first 24 hours; 5.5 million would eventually survive. 
Some 60 per cent of all Americans are currently in the 
critical target areas and more than one-third of all 
M.D.’s are in the critical areas. 

Who then is going to take care of the victims, 
presuming that physicians themselves make up a sub- 
stantial portion of the casualties? 

Dr. Bell’s report points out that general practitioners 
must be expected to carry the load. Supporting his 
thesis is the fact that the general practitioner is found 
most in cities of less than 100,000 (out of the critical 
areas). 


Define AAGP's Role in Case of Attack—These two members, 
Dr. C. G. Reznichek (left), Madison, Wis. and Dr. Spencer York Bell, 
Knoxville, Tenn., represent the Academy on the AMA’s Task 
Force on Emergency Medical Care. 
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According to his thinking the Academy’s role should 
be most important. Of some 24,000 AAGP members, 
7,000 members live in the critical target area. Since 
8,000 reside in noncritical areas but are under age 
50, they presumably would be called to armed forces 
duty. This would still leave some 8,000 to 9,000 
members to furnish medical leadership in getting care 
to survivors. 

Dr. Bell estimates that it would be possible for 
these 9,000 physicians to set up some 1,000 emergency 
hospitals, patterned after those of the U.S. Navy, 
which would provide some measure of mass casualty 
care for three million victims. 

The report states that if some means could be 
devised to bring in physicians who are not affiliated 
with medicine’s large specialty groups, it is probable 
that an additional one or two million persons could 
be cared for. This would bring the total number to 
five million, the approximate number who would 
supposedly eventually survive. 

Surviving specialists or those in nontarget areas 
would best be utilized as small “consulting groups.” 


Suggested Preparation 


If it develops that Academy members would have 
the top role in handling mass casualties, Dr. Bell 
feels the AAGP should insist ‘that a certain number 
of its required study hours be stipulated in this field. 

Further, he feels the Academy should provide a pro- 
gram, among members 45 years and older, on how to 
set up emergency hospitals. One member should serve 
as over-all coordinator for the entire program. 

By patterning the Navy’s emergency hospital setup 
using five physicians in each hospital, the report sug- 
gests that these groups should undertake lectures, 
courses and demonstrations of practical and organiza- 
tional nature in every junior and senior high school 
and college so that the upcoming generation will know 
what to expect in the event of disaster. 


The report suggested that such a program should 
be aided by state and federal departments of education. 

The report also pointed out the following ways 
in which the entire profession could be readied: 

1. The AMA should insist that local societies devote 
at least one monthly meeting a year to emergency 
and mass casualty care study and planning. 

2. The Joint Commission on Accreditation of 
Hospitals should insist that one staff meeting yearly 
include this kind of program. 

3. All approved internships and residencies must 
include emergency and mass casualty care study and 
planning. 

4. Each specialty should designate from its members 
those, as they become age 50, who could function as 
members of organized visiting consulting teams. 


Different Concept 

The two Academy members on the task force point 
out that one of the most difficult concepts for non- 
military physicians to accept and follow is that of 
caring for the less seriously injured first. 

Traditionally the civilian medical profession hu- 

manely attempts to render the best medical care 
possible to all and take care of the most seriously 
injured at once. But in a fight for national survival, 
they point out that the armed services combat concept 
will have to prevail. The most slightly injured or ill 
must be tended first so that the greatest number of 
useful individuals may be returned effectively to their 
duties. 
In this way scarce time and supplies will not be 
wasted on cases where the ultimate outcome seems 
doubtful and whose recovery by its long nature would 
impair the efficiency of the remaining surviving 
population. 

Dr. Bell admits that this concept will require con- 


' siderable reorientation of the average physician, citizen 


and even patients-to-be. 


Trends and Events in the Nation’s Capital 
From GP’s Special Washington Correspondent 


ALL sIxX MANUFACTURERS of antibiotics charged with 
monopolistic practices by Federal Trade Commission 
have responded with formal denials. They are Chas. 
Pfizer & Co., American Cyanamid Co., Bristol-Myers 
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Co., Bristol Laboratories, Inc., Olin Mathieson Chemi- 
cal Corp. and Upjohn Co. 

The Pfizer reply held that the complaint “covers 
subject matter which is outside the jurisdiction of the 
Federal Trade Commission.” The denial filed by 
American Cyanamid stated that “agreements have 
made it possible for all of the respondents to compete 
vigorously in the sale of tetracycline, which all of 
them have done.” 
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Acetic acid... a fatty acid... plays a central 
role in the interaction of nutrients required for 
synthesis of body tissues . . . maintenance of body 
warmth . . . and performance of work. 

Fats, carbohydrates and proteins all contribute 
to the metabolic pool of acetic acid which can 
then be oxidized to carbon dioxide and water with 
release of energy for body use. . . or can be used 
for the synthesis of body substances such as cho- 
lesterol ... hormones ... tissue proteins ... and 
fat for storage depots. Vitamins, minerals and 
proteins in enzyme systems cooperate to sever 
or join the chemical entities which make up func- 
tioning body tissues and yield energy as needed: 

Vitamin E protects fats from undesirable oxi- 
dation . . . Choline aids the transfer of lipid mate- 
rial from blood to tissues ... Niacin, riboflavin 


and pantothenic acid help change tissue lipids to 
acetic acid and thence to cholesterol and steroid 
hormones . . . or to tissue proteins . . . or to blood 
glucose... or to energy . . . Thiamine, riboflavin 
and niacin function in enzymes which release 
energy from fats, carbohydrates and proteins . . . 
Pyridoxine is necessary for synthesis of amino 
acids and body proteins. 

The vitamins cannot perform their appointed 
roles unless joined with proteins of highly specific 
nature. They require the presence of specific min- 
erals such as magnesium and copper . . . and the 
cooperative chemical participation of phos- 
phorous. 

Fat, as present in foods and used in meal 
preparation, contributes to the pleasure of eating 
...and to all body substance. 


Since 1915 ... promoting better health through nutrition research, education 


The nutritional statements made in this advertisement have 
been reviewed by the Council on Foods and Nutrition of the 
American Medical Association and found consistent with cur- 
rent authoritative medical opinion. 


THIS ADVERTISEMENT IS ONE OF A SERIES. 


NATIONAL DAIRY COUNCIL 
A non-profit organization 
111 N. Canal St. + Chicago 6, Ill. 


LI > 


» REPRINTS ARE AVAILABLE UPON REQUEST. 
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Higher Medical Care Index 


As of the close of October, 1958, health services 
retained their customary position at the top of the 
Department of Labor consumer price index. 

The index figure for “medical care”—a category 
embracing hospitalization and certain drugs, as well as 
selected medical and dental fees—stood at 146.1. This 
means that prices were 46.1 per cent higher than they 
were in the 1947-49 base period. 

Correspondingly, the index for food was 120.3; 
housing, 127.9; apparel, 107.1; transportation, 141.3; 
personal care, 128.7; reading and recreation, 116.6 
and “other goods and services,” 127.1. For all items 
combined, the index was 123.7. 

The monthly report stated: “The advance of 0.8 
per cent in medical care prices was due largely to 
higher rates for group hospitalization insurance in 
several cities, but there were also some increases in 
fees of physicians and dentists and some scattered 
increases in prices of drugs and prescriptions.” 


Tax Relief on Retarded Children’s Care 


The Internal Revenue Service is taking a more 
generous view, from the taxpayer’s standpoint, of 
expenditures for care of mentally-retarded children. 
A recent ruling permits the deduction, under heading 
of medical expenses, of full cost of keeping a child in 
a special home. 

Heretofore it has been the practice to make this 
allowance when availability of medical care in a home 
or institution is the principal reason for the person’s 
being placed therein. Now IRS has gone a step further, 
holding that the physician’s recommendation is the 
determining factor. Says the ruling: 

“It is held that the costs incurred by the instant 
taxpayer for the purpose of maintaining his mentally 
retarded son at a home that cares for such cases 
which was recommended by a physician, constitute 
medical expenses for federal income tax purposes and 
are deductible in computing taxable income to the 
extent provided in section 213 of the Code, where the 
supervised and restricted environment provided is 
considered therapeutically necessary for him.” 


Nursing Homes Lead in SBA Loans 


Nursing homes continue to comprise most of the 
recipients of loans from Small Business, Administra- 
tion, in the field of health and medical services. Latest 
monthly report, for September 1958, discloses the 
following SBA loan approvals: 

Black Point Farm Nursing Home, Portsmouth, 
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R.L., $40,000; Ryan Nursing Home, Watertown, N.Y., 
$34,400; Grandon (Wis.) Nursing Home, $47,000; 
Lake Crystal Development Corp., Lake Crystal, Minn., 
$125,000; Rudolph A. Sabo, Lakin, Kan., $120,000; 
Albert H. and Ona E. Willeford, Hamilton, Tex., 
$40,000. 

Loan approvals for enterprises other than nursing 
homes included the following: Dr. Gustavo R. Rivera- 
Ayala, physician, Santurce, Puerto Rico, $5,000; Dr. 
Heriufo A. Vargas Corretjer, dentist, Santurce, P. R., 
$12,000; North Side Clinic, Fort Worth, Tex., $5,000; 
Richard A. Whitney, M.D., Forsyth, Mont., $36,500; 
Graham S. McConnell, dental clinic, Republic, Wash., 
$11,500. 


Shady Drug Practices 


The Food and Drug Administration has renewed 
its warning that it is illegal for physicians to sell or 
dispense potent drugs unless they are prescribed for 
legitimate medical purposes. 

Action of a federal court in Los Angeles in con- 
victing three practitioners of marketing barbiturates 
and amphetamines without prescriptions moved FDA 
to reaffirm its intention of maintaining vigilance against 
such shady practices. Federal inspectors, posing as 
patients, were able to buy the drugs without consulta- 
tion, case history, physical examination or diagnosis. 

Dr. George E. Fakehany was fined $2,000. David E. 
Pearl and Raymond M. Braddock, osteopaths, were 
placed on probation for one year. The latter’s fine of 
$500 was suspended, as was the fine imposed on Dr. 
Fakehany. 


Wants ‘Outside’ Advice 


Arthur S. Flemming, Secretary of Health, Education 
and Welfare, disclosed in late October that he wants 
the advice and guidance of outside organizations to 
help him run the huge government department. He 
announced scheduling of 11 separate conferences— 
four in November and seven in December—oriented 
toward his goal of better HEW programs. 

**At these conferences,” said Secretary Flemming, 
“the maximum possible opportunity is going to be 
given to the participants to present ideas to us. We 
will, of course, provide any factual information that 
may be requested relative to the operation of our 
various programs. But, aside from this type of participa- 
tion, we plan to spend our time listening. Ideas 
presented to us will be taken under advisement and 
our reaction to these ideas will be made known at a 
later time.” 

Conferences in November were on vocational re- 
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Gear and Pinion 


NEW ROTATING ANOSCOPE 


Facilitates examination and instrumentation 


@ Speculum can be rotated without moving handle. Simple 
mechanism turns speculum through full 360°. 


@ Orbiculated edges minimize discomfort as speculum is rotated, 
even in the presence of rectal pathology. 


@ Entire instrument can be autoclaved or boiled, including the 
light carrier and lamp. 


@ Brilliant self-illumination with durable Welch Allyn No.2 lamp. 
@ Fits all standard Welch Allyn battery handles. 


No. 288 Rotating anoscope, with light carrier . . . . $27.50 


WELCH |ALLYN 


LIGHTS YTHE WAY 
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habilitation, higher education, present status and 
future needs of mental hospitals and certain public 
health problems. 

Additional conferences are planned December 10 
and December 15 on general public health matters. 
Primary and secondary education is the December 
conference theme. Health protective aspects of food 
and drugs— manufacture, storage and distribution— 


will be taken up at meetings December 11 and Decem- 
ber 17. 

A December 12 session will be on social security, 
public assistance and child welfare. The final con- 
ference December 18 will be on food and drug pro- 


tection. 


Also see the AMA Washington Report, page 261. 


New German Academy Fails to Follow AAGP 
Pattern; Is Part of Bundesarztekammer 


A German Acapemy of General Practitioners has been 
formed, but it is not an entity such as the American 
Academy of General Practice or its counterpart in 
England and Canada. 

As expected, the formation came on June 1, but, 
despite its name, the German academy is merely an 
advisory organization to maintain and further the 
work of general practitioners within the Bundesarzte- 
kammer (a union comprised of doctors mostly in the 
Western Zone of Germany). By law, medical doctors of 
all German states have to join this union. 

The German academy will have a board of directors 
comprised of five members (all supposed to be general 
practitioners) whoare appointed by the German medical 
society, Deutschen Arztetag, for a period of four years. 
In addition, one general practitioner out of every 12 
Landes-Arztekammern will act as a delegate. Other 
competent persons can also be asked to be correspond- 
ing members. 

The efforts of physicians, such as Dr. K. Engelmeier 
of Oelde/Westfalen, to found a German academy 
on a pattern similar to the AAGP and the British 
and Canadian colleges were defeated. Instead, the 
organization will have no single membership of general 
practitioners, and will merely serve in an advisory 
capacity within the Bundesarztekammer. 

The German academy will work together with all 
organs and committees of the Bundesarztekammer and 
the Deutschen Arztetag as well as with all other medical 
and science organizations in Germany. 


Nore: In connection with this development in Germany, GP in- 
quiries among friends and correspondents in Europe have revealed 
some errors in certain figures appearing in Dr. Marvin Olson’s 
article (February 1958 GP). For instance: German sources reveal 
that of the 70,000 German physicians, 62 per cent or roughly 
43,000 are general practitioners. The remainder are specialists. 
These figures are almost opposite the way Dr. Olson reported them. 

The reason for this disparity is that Dr. Olson’s figures were 
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received from: the Bundesarzteh r, which has close political 
ties. The other figures came from general practitioners in Germany 
who have worked very closely with the situation for many years. 
In Austria there are the same political overtones. Membership 
in the Austrian Medical Association is compulsory and that or- 
ganization is much influenced by politicians. —PuUBLISHER 


Japanese Editor Tells of Nipponese Medical 
Problems During Visit at AAGP Headquarters 


THE MEDICAL PROFESSION in Japan has several serious 
problems confronting it, according to Mr. Tamemasa 
Hidaka, director and managing editor of the Kyoto 
Shimbun in Kyoto, Japan, who was an Academy Head- 
quarters visitor October 7 in Kansas City. 

Here in this country to study, in part, ways in 
which medical and scientific news is handled and 
reported in the United States, Mr. Hidaka took time 
out from his quest to find out about the Academy, 
its function and how it operates. 

Speaking through Mr. Toyoji Mochizuki, an inter- 
preter, Mr. Hidaka admitted that two or three decades 
ago the Japanese physician was held in high esteem. 
In recent years, however, the relationship between 
doctor and patient has deteriorated to a business 
level. 

He said much of the difficulty is attributed to 
medical care costs. In Japan all employed workers 
must carry health insurance, which is financed jointly 
by the Japanese government and the worker. 

At present the Japanese Medical Association is 
backing an insurance fee boost, which is interpreted 
by the people as a political maneuver, according to 
Mr. Hidaka. 

The insurance fee is based on the point system. 
If the hike becomes effective, it will mean that the 
points for specific treatment would be raised, thus 
increasing the physician’s fee. 

Mr. Hidaka said the old people in Japan are not 
covered by this insurance. In cases of extreme need 
the government has a fund to use in providing medical 
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for those with 


PARKINSONISM 


“...in our experience procyclidine (Kemadrin) proved a worthy 
addition to the therapy of parkinsonism, because it afforded relief 
to many patients who had failed to respond to other drugs. It 

exerts an action against all symptoms of parkinsonism. . . hence it 

may be employed as the basic drug in commencing treatment 
with new cases.” 


Zier, A. and Doshay, L. J.: Procyclidine Hydro- 
chloride (Kemadrin) Treatment of Parkinsonism 
in 108 Patients, Neurology (July) 1957. 


“...in our series of 30 severe Parkinsonism sufferers, 21 obtained 
moderate to good relief with the use of this new agent, Kemadrin, 
in combination with other drugs.” 


Lerner, P. F.: Kemadrin, a New Drug for Treat- 
ment of Parkinsonian Disease, J. Nerv. & Ment. 
Dis. 123:79 (Jan.) 1956. 


Smoother activity, 


and brighter expression 


Also indicated for the treatment of drug-induced 
symptoms resembling parkinsonism, developing 
during treatment of mental patients. 


“KEMADRIN’ brand Procyclidine Hydrochloride 
Tablets of 5 mg., scored. Bottles of 100 and 1,000. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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care for these people. However, he said most of the 
oldsters had too much pride to accept this aid. 

Another difficulty with the Japanese health system 
is that the quality of care is tied in with the size of 
the fee. He said that wealthy Japanese can get very 
good care; the poorer classes settle for whatever 
physician and services they can afford. 

During the brief interview, Mr. Hidaka touched 
on the problems of reporting medical and scientific 
advances in his country. Foremost, he said Japan 
lacks good responsible science writers who can ac- 
curately interpret these advances. He was particularly 
interested in how the Academy handles scientific 
releases. He asked similar questions at Midwest Re- 
search Institute which he also visited in Kansas City. 

Mr. Hidaka said another problem in Japan is that 
of pharmaceutical companies turning out drugs with 
the claim that they will cure specific ailments without 
being properly studied and evaluated by the medical 
profession. 

Mr. Hidaka is a participant in the Foreign Leader 
Program of the International Educational Exchange 
Service of the U.S. Department of State. 

Under his leadership, the Kyoto Shimbun established 
an atomic power study unit within its editorial bureau 
in 1950 for the purpose of strengthening scientific 
news reporting. This project had the support of the 
Nobel Prize-Winner Hideki Yukawa of Kyoto. 


AAGP Commission on Education—The annual fall meeting of the 
Commission on Education was called by its chairman, Dr. Carleton 
R. Smith, Peoria, Ill. on October 11 and 12 in Philadelphia just 
preceding the annual meeting of the Association of American Medical 
Colleges. Shown left to right in session at the Sheraton Hotel are 
Drs. Horace W. Eshbach, Drexel Hill, Pa.; J. Alison Cary, Morgan 
Hill, Calif.;Cecit M. French, San A ngelo, Tex.; Thomas A. Sappington, 


bs. Francis L. Land, Ft. Wayne, Ind.; Mary Elizabeth Johnston, 
Tazewell, Va.; Jesse D. Rising, Kansas City, Kan.; Robert M. Tinker, 
Portland, Ore.; Mr. Charles Nyberg and his secretary, Mrs. Ann- 
Branham, Kansas City, Mo. 


Thomaston, Ga.; Thomas A. Keenan, Rutland, Vt.; Chairman Smith; 


General Practitioners to Share in NIMH 
Funds for Psychiatric Training Programs 


Tue Nationat Instrrute of Mental Health has an- 
nounced grants-in-aid for psychiatric training pro- 
grams—aimed particularly at general practitioners, 
although other physicians are also eligible. 

Two types of training programs are contemplated. 
First, for those who desire to concentrate on a psy- 
chiatric practice, standard psychiatric residencies will 
be set up in approved teaching institutions. Physicians 
approved under this portion of the program must 
have a minimum of four years of active practice and 
will receive stipends for their year’s residency of up 
to $12,000 each. 

The second portion of the program aims at pro- 
viding general practitioners with increased psychiatric 
knowledge and skills through the medium of brief 
courses or seminars in psychiatry. The end result of the 
first part of the program would be to draw physicians 
out of general practice and to wholly or principally 
concentrate their practice in the field of psychiatric 
medicine. 

The second project is intended to enable the family 
doctor to deal more effectively with the emotional 
aspects of illness generally; with increased abilities 
in the treatment and prevention of mental illness, but 
without altering his status as a general practitioner. 

Any “training center” may apply for a grant from 
this portion of the fund, after it has set up a post- 
graduate program. Education committees of medical 
societies, as well as regular teaching institutions, may 
qualify as training centers by the NIMH interpretation. 
Grants made from this portion of the fund will be used 
to defray the expenses of preparing and presenting the 
actual programs. 

If chapters of the Academy wish to participate in this 
project, they are urged to contact their regional 
member of the Academy’s Committee on Mental Health 
for his assistance in working out a program that will 
both meet the requirements of NIMH and be ac- 
ceptable to the Commission on Education for Category 
I credit. The Committee on Mental Health has already 
developed such a basic program pattern which involves 
use of the facilities of state mental hospitals. 

The nine members of the Committee on Mental 
Health have each been assigned a liaison responsibility 
with certain states, as follows: 

M. C. Wicinton, M.D.— Louisiana, Mississippi, Ala- 
bama, Georgia, Florida 

Anprew S. Toms, m.p.— Texas, Oklahoma, New 
Mexico, Kansas, Colorado 

Ricuarp H. Gwartney, M.D.— California, Nevada, 
Utah, Arizona 
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Oatmeal 


Quaker Oats and Mother’s 
Oats, the two brands of oat- 
meal offered by The Quaker 
Oats Company, are identical. 
Both brands are available in 
the Quick (cooks in one min- 
ute) and the Old-Fashioned 
varieties which are of equal 
nutrient value. 


The Quaker Oats @mpany 


Merits 
Preference 


The large number of breakfast cereals avail- 
able may well give the erroneous impression that 
they are all more or less alike, and that the 
choice of one over the other is merely for the 
sake of variety. 


Nothing could be further from the truth. 


Oatmeal merits its position as a breakfast 
cereal widely recommended by physicians be- 
cause it presents notable advantages. 


First, oatmeal is known to provide more good 
quality protein than any other whole-grain 
cereal. 


Next, oatmeal requires no fortification; it 
ranks highest among whole-grain cereals in thia- 
mine and is significant in its content of other B 
vitamins and important minerals. 

Just as important to the physician who pre- 
scribes a cereal food is oatmeal’s inviting warmth, 
its delicious nut-like flavor, its ease of digestion, 
and the ready availability of its coutained nutri- 
ents. Whether it be for an infant’s first solid 
feeding...for the geriatric patient...for patients 
with gastrointestinal problems...and in many 
other situations, oatmeal makes a real contribu- 
tion to the day’s nutritional needs. 


CHICAGO 


GP Volume XVIII, Number 6 


é 
ER 


Austin B. Kraaset, m.D.— Washington, Oregon, 
Idaho, Montana, Wyoming 

Joun F. Lock, m.p.— North Dakota, South Dakota, 
Nebraska, Minnesota, Iowa 

Rosert M. Fonner, M.D.— Michigan, Wisconsin, 
Mlinois, Indiana, Ohio 

E. I. BAUMGARTNER, M.D.— Maine, New Hampshire, 
Vermont, New York, Massachusetts, Connecticut, Rhode 
Island, Pennsylvania, New Jersey, Maryland, Delaware 

I. PHittirs FROHMAN, M.D.— Virginia, West Virginia, 
North Carolina, South Carolina, District of Columbia 

L. E. Drewrey, M.D.— Missouri, Arkansas, Kentucky, 
Tennessee 


AAGP Member Provides Guide for Industrial 
Doctors to Use in Nonoccupational Cases 


FoR INDUSTRIAL PHYSICIANS faced with the problem of 
treating employees who have nonoccupational condi- 
tions, Academy Member John F. Kilgus, Bloomfield, 
Conn. advises using the Golden Rule. 

This suggestion is incorporated in a paper prepared 
by Dr. Kilgus which is being circulated by the Presi- 
dent’s Committee on Employment of the Physically 
Handicapped. 

Dr. Kilgus, chief of Health Services for State Em- 
ployees with Connecticut State Department of Health, 
also covers other problems such as determining whether 
a person is employable; if employable, what position; 
and whether the employer should attempt to protect 
his interests with a waiver. 

The biggest ethical problem has to do with the 


. care and treatment of employee illness and injuries 


not “arising out of and in the course of his employ- 
ment,” admits Dr. Kilgus. He feels, however, that the 
problem can be handled if the industrial physician 
remembers the Golden Rule, follows the Guiding 
Principles of Occupational Medicine by the Council 
on Industrial Health of the AMA and studies the Code 
of Ethics Relating to Occupational Medicine drawn 
up by the Connecticut State Medical Society’s Com- 
mittee on Industrial Health. 

Following the AMA’s “Guiding Principles of Oc- 
cupational Medicine,” Dr. Kilgus supports the stand 
that, “The treatment of injuries or disease not oc- 
cupationally induced is the function of private medical 
practice.” 

He thinks the industrial physician should abstain 
from treating except in emergency cases or in minor 
disorders that temporarily interfere with an employee’s 
comfort or ability to handle his job. 

He also points out that industrial physicians are 
obligated not only to leave a person free to seek medi- 
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cal attention of his own choice, but, depending upon 
the seriousness of the situation, are obligated to see 
that he does obtain medical attention. 

In this connection, Dr. Kilgus says that one of the 
best assets an industrial physician can possibly have is 
good professional relations with the other practitioners 
in the community. Private practitioners, on the other 
hand, must be willing and eager to discuss the whole 
matter with the company physician. In most cases there 
can be a mutual understanding which is in the best 
interest of all concerned. 

Dr. Kilgus stresses in his paper that industry no 
longer hires the handicapped as an act of charity be- 
cause they have found that the handicapped worker, 
more often than not, is a good and efficient worker. 
The problem is to find a job which does not require 
talents which this man is lacking but which makes the 
best use of his remaining faculties. 


“Jumping Jack” DeTar—Not the 
least of the many talents of 
AAGP Past President John S. De 
Tar, Milan, Mich. are hts athletic 
abilities. His trainer shot this pose 
on the trampoline as Dr. DeTar 
was getting height for a 1% flip- 
to-chest landing. © 


More Chapters Represented at SOC Pow Wow; 
Honors to Oregon, California, Lovisiana 


ANALYSIS OF ATTENDANCE at the recent Annual State 
Officers’ Conference in Kansas City shows that 44 
states, Hawaii and Puerto Rico accounted for the 
registration figure of 123. While this number is just 
one over last year’s total, two more states sent rep- 
resentatives this year. 

On the basis of the number of representatives and 
of the distance traveled, first place honors went to 
Oregon; California placed second and Louisiana took 
third. Five states— Illinois, Indiana, Louisiana, Mis- 
souri and Oklahoma—each had six representatives. 

Still carrying out the Indian Pow Wow theme, the 
SOC committee decided to send shrunken heads to 
those chapters not represented as a good-natured 
prodding for next year. 

Following is the registration by states: 
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Hospital practice of infant feeding 


Standard formulas for FEEDING REGULATION 


Underfeeding is a common cause when infants 
fail to gain and thrive. In the earliest stage, when 
caloric intake is inadequate, the infant cries after 
feeding, remains constipated, and the restless- 
ness from hunger is mistaken for colic. A changed 
or weakened formula appears to be indicated. 

But clinical studies show that a young infant 
requires a formula of 2 ounces of whole milk (40 
calories), a teaspoon of Karo Syrup (15 calories), 
and a half-ounce of added water per pound of 


WHOLE MILK FORMULAS 


Whole Each Number of 
Age Milk Water Karo Syrup Feeding Feedingsin Total 


Months Fluid Oz. Oz. Tbsp. 0z. 24 Hours Calories 
Birth 10 10 2 3 6 320 
1 12 13 3 4 6 532 
2 15 13 3 42 6 480 
3 17 9 3 5 5 520 
4 20 11 3% 6 5 610 
5 23 11 4 642 § 700 
6 26 10 4 7 5 760 
EVAPORATED MILK FORMULAS 
Evaporated Each Number of 
Age Milk Water Karo Syrup Feeding Feedingsin Total 


Months Fluid0z. Oz. Thsp. Oz. 24 Hours Calories 
Birth. 6 12 2 3 6 380 
1 8 16 3 4 6 532 
2 9 14 3 42 5 576 
3 10 15 3% 5 5 650 
4 12 18 4 6 5 768 
5 12 21 4 62 5 768 
6 13 22 4 7 5 812 


body weight per day. Of the total calories, a suc- 
cessful formula yields about 15-20% in protein, 
50-60% in carbohydrate, and 25-35% in fat. 
Whole milk must be reinforced by adding 5% to 
10% carbohydrate (1) to provide protein-sparing 
effect which permits protein anabolism instead 
of energy production; (2) sufficient calories for 
tissue formation; (3) pro P= utilization of fat; 
(4) suitable acid-base rela tionships in the in- 
testinal tract and (5) adequate weight gains. 


ADVANTAGES OF KARO® SYRUP IN INFANT FEEDING 


Composition: Karo Syrup is a superior dextrin- 
maltose-dextrose mixture because the dextrins are non- 
fermentable and the maltose is rapidly transformed 
into dextrose which requires no digestion. 


Concentration: Volume for volume 
Karo Syrup furnishes twice as many 
calories as similar milk modifiers in 
powdered form. 


Purity: Karo Syrup is processed at 
sterilizing temperatures, sealed for 
complete hygienic protection and de- 
void of pathogenic organisms. 


Low Cost: Karo Syrup costs 1/5 as 
much as expensive milk modifiers 
and is available at all food stores. 


Free to Physicians—Book of In- 
fant Feeding Formulas with conven- 
ient schedule pads. Write: Karo In- 
ese fant Feeding Guide, Box 280, New 
York 46, N. Y. 


‘=>: CORN PRODUCTS REFINING COMPANY 
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Alabama 3 Montana 1 
Alaska 0 Nebraska 4 
Arizona 2 Nevada 1 
Arkansas 1 New Hampshire 1 
California 3 New Jersey 2 
* Colorado 3 New Mexico 1 
Connecticut 2 New York 3 
Delaware 2 North Carolina 1 
District of Columbia 0 North Dakota 1 
Florida 4 Ohio 0 
Georgia 2 Oklahoma 6 
Hawaii 1 Oregon + 
Idaho 0 Pennsylvania 3 
Illinois 6 Rhode Island 1 
Indiana 6 South Carolina 1 
Iowa 5 South Dakota 0 
Kansas 3 Tennessee 4 
Kentucky 4 Texas 2 
Louisiana 6 Utah 3 
Maine 1 Vermont 0 
Maryland 1 Virginia 4 
Massachusetts 1 Washington 1 
Michigan 4 West Virginia 2 
Minnesota 4 Wisconsin 
Mississippi 2 Wyoming 1 
Missouri 6 Puerto Rico 1 


Family Life Promotes Health and Longevity 
Says Health Information Foundation 


AtrnoucH the declining individual mortality rate is 
a widely-publicized fact today, the increased longevity 
of the family unit as a whole has recently been empha- 
sized by the Health Information Foundation. 

Today the increasing improvements in health see 
to it that each member of the family lives longer and, 
conversely, family life itself seems to promote health 
and longer life. Married persons in this country have 
a better health record than the unmarried, says the 
Foundation. 

There are less chances for a marriage being broken 
up today by the early death of one of the partners. 
In 1900, 27.4 marriages in each 1,000 ended each year 
in death of one spouse; today the rate has dropped to 
16.6 per 1,000. 

The benefits shown from these figures reach every 
member of the family. Today the parent has a greater 
chance of living to see his children grow past their 
“dependency period.” Therefore more of the popula- 
tion are now married or living in a family unit of their 
own. 

Today widowhood occurs later in life when the re- 
sponsibility for minor children is past, and orphan- 
hood itself is diminishing with children being given 
an increased chance of living to adulthood. With the 
dangers of childbearing drastically reduced even the 
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status of motherhood does not weaken the chances for 
the long life of married women. 

Another fact shown is that marriages today last 
longer due to the fact that death occurs to one or both 
of the partners at an older age than previously. In 
1900 married people lived to an average age of 53.6 
years, in 1957 the average age was 65.2 years. Today 
couples can expect approximately 43 years of married 
life, with 42 couples out of every 100 celebrating their 
golden anniversaries together. (Based on couples mar- 
rying at age 21 for the groom and 17 for the bride.) 

Based on 1957 figures, the median age for all wid- 
owed persons of either sex is 67.8 years, a rise of ten 
years over figures in 1900. Today young widowed per- 
sons (under age 45) constitute only 6 per cent of the 
total-widowed, however the proportion of widowed at 
upper ages (65 and over) has increased from one-third 
in 1900 to almost three-fifths. 

Today there are just under 10 million widowed 
persons in the United States, with about three-fourths 
of these women. Since 1950 widows have been increas- 
ing yearly by about 115,000, while the number of 
widowers has decreased slightly. ‘The proportions of 
widowed to the total population are higher among the 
nonwhite population than the white. 

With a longer married life shown for couples today, 
with less chance of early widowhood and a decreasing 
rate of orphanhood, the foundation concludes that “‘im- 
proved health has contributed to the stability of the 
family, while family life evidently also benefits the in 
dividual’s health.” 


Health Insurance Council Chairman Warns 
On Continued Rising Health Care Costs 


INCREASING health care costs could price health in- 
surance out of reach of the public, admitted Morton 
D. Miller, chairman of the Health Insurance Council, 
at the recent AMA Public Relations Institute in 
Chicago. 

“Unnecessary costs, whether arising from abuse or 
ineffective use of existing medical services and facili- 
ties, must be eliminated,” he said. “Health insurers 
and medical care professions must unite their efforts 
to justify those increases in the cost of health care and 
in the cost of health insurance, which are in the public 
interest.” 

Mr. Miller stated that many informed persons are 
wondering whether health insurance will be priced out 
of its market. In discussing some causes for the rising 
costs, he pointed out that, “By far, these increased 
costs have meant better medical care, leading to better 


health for all. On the other hand, there is little question 
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make life more livable... 


the full anabolic benefits of androgen-estrogen therapy 
plus vitamin-mineral supplementation 


DUMOGRAN pr ovides... ee amounts of Methyltestosterone (4.0 mg.), Ethinyl 
iol (0.008 mg.); protective amounts of Vitamins A, B,, Bo, 
Bg, Bo, folic acid, niacinamide, calcium pantothenate, C, D, E 


N | } \ \ ] ! and iron, iodine, copper, manganese, magnesium, zinc. 


DUMOGRAN 


SQUIBB ANABOLIC HORMONES WITH VITAMINS AND MINERALS 
For both men and women: restores muscle tone - promotes emotional balance, mental acuity, . 
and a feeling of well-being and self-esteem in geriatric patients - corrects hormonal imbalance 
- controls the symptoms and sequelae of the climacteric - strengthens bone and relieves back- 4 
re ache in many cases - relieves many ill-defined complaints. - 
Bottles of 60 and 250 capsule-shaped tablets. Usual dosage: 2 tablets daily. : 
also available: DUMONE (Squibb Methyltestosterone and Ethinyl Estradiol) — te 
for convenient oral administration a 

DELADUMONE (Squibb Testosterone Enanthate and Estradiol is wa - 
for long-acting intramuscular administration s 


Squibb Quality — the Priceless Ingredient 


Dumogron’, 


“Dumone’ ® and ‘Deladumone’ ® are Squibb trademarks 
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that some of the increased costs are unnecessary and 
that better future planning would help to stabilize 
costs.” 

He listed rising costs as one of the two major prob- 
lems now facing voluntary health insurance. 

As for the other problem, the extension of coverage 
for senior citizens, Mr. Miller reported that rapid 
strides are being made in offering protection for re- 
tired persons and their families. 


Public Health's Role Not Recognized 
By Medical Profession—E. G. McGavran 


“THERE is no specialty of medicine so misunderstood, 
so distrusted and so neglected by the medical practi- 
tioner as is public health,” says Dr. E. G. McGavran, 
dean of the University of North Carolina’s School of 
Public Health. 

Speaking before members of the Kentucky State 
Medical Association at their recent meeting in Louis- 
ville, Dr. McGavran attributed the situation to a “‘pro- 
found ignorance of what public health is.” 

Dr. McGavran said public health is responsible, not 


for the treatment of the individual, but for the diag- - 


nosis and treatment of ailments affecting the com- 
munity. 

He added, ‘Unfortunately, because we are largely 
public servants, we are often forced to do medical prac- 
tice as jail physicians, school physicians, clinic opera- 
tors and immunizers.” 


Two Rural Counties in Minnesota Develop 
Home Nursing and Rehabilitative Services 


ProcraMs for providing home nursing and rehabilita- 
tion services to chronically ill and disabled patients are 
being independently developed by two rural counties— 
Wright and Steele—in Minnesota. These counties have 
taken a cue from programs hitherto used only in urban 
areas. 

In Wright County, a house-to-house survey deter- 
mined the number of chronically ill being cared for at 
home, the nature of their afflictions and the type of 
care given or needed. This survey was conducted by 
a citizens committee representing the county medical 
society, the board of public health nursing and county 
welfare board in cooperation with the state medical 
association’s Committee on Chronic Disease and the 
State Health Department. 

Covering approximately 72 per cent of the county’s 
total population, the committee found 155 persons 
confined to their homes by chronic illness, 49 of whom 
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were previously unknown to the county public health 
nursing service or the welfare boards. 

Nearly 40 per cent of all the homebound were suf- 
fering from diseases of the heart or blood vessels. 
Many needed help with dressing and bathing and one- 
fourth required aid in feeding. 

Plans and recommendations growing out of this 
survey include: (1) establishing rehabilitation nursing 
as an integral service in the county program; (2) em- 
ploying a physical therapist for the community hospital 
and providing physical therapy on an outpatient basis; 
(3) encouraging a recreational and handicraft center 
for older and handicapped persons; (4) assembling a 
roster of registered nurses, practical nurses, Red Cross 
home nursing instructors, and other persons available 
for home nursing care and (5) developing techniques 
for the evaluation of a patient’s rehabilitation potential. 

Wright County has already started a course in 
nursing care for the homebound, designed to help the 
patient’s family in caring for the patient, and in helping 
him to care for himself. 

In Steele County, a pilot home nursing care pro- 
gram, to give nursing and rehabilitation services to 
homebound ill on the basis of need, has been estalished. 
The county board of commissioners and the public 
health nursing board worked with the county medical 
society in setting up the program. 

A licensed practical nurse has been employed full- 
time to give nursing and rehabilitation care in the 
home, under supervision of the county public health 
nurse. To be eligible for this service, a patient must 
be under the care of a doctor and all treatments must 
be carried out only on this doctor’s orders. 

Patients are visited by the nurse on an average of 
three times a week and are charged from nothing up 
to $3 a visit, depending on their ability to pay. The 
program is being partially subsidized by the Minne- 
sota Department of Health. 


Walter L. Portteus, M.D. 


Dr. Portteus, well-known Academy mem- 
ber from Franklin, Ind. has been ap- 
pointed a member of the Economic Security 
Committee of the United States Chamber of 
Commerce. Dr. Portteus is secretary of the 
Indiana Blue Shield, a member of the 
USPHS liaison committee to the medical 
profession and was president of the In- 
diana State Medical Association in 1955. 
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THE ANATOMY OF TOUCH 


PACINI’S CORPUSCLES 


MEISSNER’S TACTILE CORPUSCLES RUFFINI’S SPINDLES 


Within the remarkably attuned somesthetic system, an elaborate 
network of nerves makes up the structure of touch: the spindles of 
Ruffini perceive heat; Pacinian corpuscles discern pressure; Meissner’s touch 
corpuscles transmit sensations. This sensitive system enables the sculptor’s 
hands to shape his eye’s image. 

Nowhere is sensitivity more important or appreciated than in the choice of a 
prophylactic —“built-in” sensitivity characterizes RAMSES® tissue-thin pro- 
phylactics. RAMSES are preferred by men because they are naturally smooth, 
demonstrably thin, transparent . . . designed fully to retain natural sensitivity. 
Yet they are amazingly strong. 

In the presence of trichomoniasis, many physicians now routinely specify 
prophylactics to prevent husband-wife re-infection. “. . . Trichomonas vaginalis 
in the male is the principal factor of re-infection in the female. . . .”? Husbands 
will cooperate more readily in the treatment plan for wives if you specify 
RAMSES, the prophylactic with “built-in” sensitivity. 

1. Feo, L. G., et al.: J. Urol. 75:711 (April) 1956. 


OME DOZEN GENUINT 
‘ 


th anniv 
RAMSES® 75 
prophylactics service to the medical and drug professions 
RAMSES is a 


. | JULIUS SCHMID, INC. 
Sis 423 West 55th Street, New York 19, N. Y. 


registered trade-mark 
of Julius Schmid, Inc. 
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ABSTRACTS ERROR 


AN ERROR has been discovered in the 1958 
Abstracts, Page 282, II, C, 1. The second 
line of this sentence reads: “*. . . in dorsi- 
flexion at 90 or 95 degrees.” It should have 
read: “*. . . in volar flexion . . .” 

The author urges every Abstracts sub- 
scriber to make this correction in his copy, 
pointing out that if a wrist were fixed in the 
dorsiflexed position, mal-union and poor 
function would result. The editors equally 
urge you to immediately cross out the 
words: “‘tn dorsiflexion” in your book, and 
write in the margin the words: “in volar 
flexion.” 

They are chagrined over this inadvertent 
transposition of the author’s intended state- 
ment. However, it may be considered some- 
thing of a record that this is only the second 
serious error which has appeared in nine 
editions of Abstracts. 


HAHNEMANN 


MEDICAL COLLEGE AND HOSPITAL 


of Philadelphia 


presents 


A MAJOR 


SYMPOSIUM 


ON 
by fifty 
internationally known authorities 
DECEMBER 8-12, 1958 
Reservations and further information may 
be obtained by writing to Dr. James 
Donaldson, Symposium on Hypertension, 


Hahnemann Medical College, 235 North © 
Fifteenth St., Phila. 2, Pa. 


Medical News in Small Doses: 


Dr. Matruew Ross, a former assistant clinical profes- 
sor of psychiatry and psychology at UCLA Medical 
Center, Los Angeles, has succeeded Dr. Daniel Blain 
as medical director of American Psychiatric Associa- 
tion. ... This past spring the Swanberg Medical 
Foundation—the public relations arm of the Adams 
County (Illinois) Medical Society—held an academic 
achievement award luncheon honoring 33 Quincy 
seniors who were in the the upper 5 per cent of their 
classes. Their plan is to popularize old-fashioned book 
learning and to help America win “the cold war of the 
classrooms.” Cited in the AMA’s “PR Doctor,” the 
Adams County Society hopes that other medical groups 
will initiate similar programs. . . . A Minnesota Acad- 
emy member, Dr. Dennis Loftstrom, has given up his 
practice at Pine River, Minn. to become a medical mis- 
sionary in Tanganyika, East Africa. Dr. Lofstrom, 
commissioned at the First Lutheran Church, St. Peter, 
Minn., will spend time in England en route to Africa 
for additional training in the diagnosis and treatment of 
tropical disease. . .. USPHS reports that the number 
of Americans without ready access to general hospitals 
has dropped from 10 million to 2.8 millien since 1948. 
Even in the most rural areas only a small percentage of 
the population is now without nearby hospital facili- 
ties. . . . The name of the University of Pennsylvania’s 
School of Auxiliary Medical Services has been changed 
to the School of Allied Medical Professions. . . . The 
number of medical school graduates taking further 
training continues to increase. AMA’s Council on 
Medical Education and Hospitals reports that last year 


more than 35,000 physicians took graduate medical ° 


training in 1,400 American hospitals. . .. American 
College of Chest Physicians is offering three cash 
awards—$500, $300 and $200, respectively—to win- 
ners of the 1959 Prize Essay Contest. The contest, 
open to undergraduate medical students throughout 
the world, is for essays written on any phase of the 
diagnosis and treatnient of chest diseases. The contest 
closes April 15. For application and further informa- 
tion, write to American College of Chest Physicians, 
112 East Chestnut St., Chicago 11, Ill... . The new 
20th edition of American Medical Directory lists 
250,000 physicians who are practicing in the United 
States and Canada. When the first directory was pub- 
lished in 1906 it contained 128,173 names. . . . Decem- 
ber 15 is the application deadline for the ten fellow- 
ships for research in clinical nutrition being sponsored 
by AMA’s Council on Foods and Nutrition. More in- 
formation can be obtained from the council at 535 
North Dearborn Street, Chicago, Ill. 
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dieters ! 


INSTANT 


Carnation Instant nonfat dry milk 
can be self-enriched for 25% more protein 
and better flavor than ordinary nonfat milk! 


25% more nutrition and better flavor, too! The secret is the Carnation 
crystal form of nonfat milk — a form which adapts ideally to self- 
enrichment. The addition of one tablespoon of crystals per glass or 
14 cup extra crystals per quart brings a new standard of fresh, deli- 
cious flavor to your patients, gives them an additional 25% nonfat 
milk nutrition with each serving. Result: “Difficult” patients respond 
to a richer and more palatable flavor, require 25% less fluid bulk to 
obtain the same amount of nutrition. 


CONVENIENT: Carnation Instant ‘Magic Crystals” mix completely— 
even in ice-cold water—with just a slight stir. Always ready to drink 
immediately—in the office—at home or away from home. 


DOCTOR—you, too, would enjoy the wholesome taste and the nourish- 
ing refreshment of this different and delicious nonfat milk discovery. 
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News from the State Chapters 


DesPITE TORRENTIAL RAINS preceding the Lone Star 
State meeting, registration for Texas chapter’s ninth 
annual session, September 21-24, totaled 1,100 persons. 

Physicians’ registration reached 550 for the three- 
day scientific program; 503 of these were Academy 
members. Further statistics showed there were 246 
wives, 22 interns, residents and guests, and 282 exhib- 
itors represented in 100 exhibits. 

During the business session three new officers, one 
new national delegate, one alternate delegate and five 
new directors were elected. For the first time, a lunch- 
eon honoring local chapter officers was held preceding 
the business meeting. 

Installed as new president was Dr. Charles E. 
Oswalt, Jr. from Stockton. Newly-elected officers are 
Drs. E. Sinks McLarty, Galveston, president-elect; 
L. W. Johnson, Houston, treasurer, and J. M. Partain, 
San Antonio, vice president. 

The new Assembly delegate is Dr. Lloyd M. South- 
wick of Edinburg, succeeding Dr. Andrew S. Tomb, 
who has served in that position for ten years. His alter- 
nate is Dr. Cecil F. Jorns of Houston, former president 
of the Texas chapter. Members who joined the Texas 
board of directors include Drs. John M. Smith, Jr., 
San Antonio; William T. Anderson, LaMarque; Ed- 
mund D. Jones, Beaumont; Guy T. Denton, Jr., 
Dallas, and T. K. Nichols, Atlanta. Immediate Past 
President G. W. Cleveland will also serve on the board. 

Preceding the scientific program, which was planned 
by Dr. Walter Walthall of San Antonio and his com- 
mittee, a seminar was offered by the University of 
Texas Postgraduate School of Medicine, San Antonio 
division, on September 20. More than 100 physicians 
attended the program on endoscopy and carcinoma of 
the breast. 

Among the honored guests at the chapter meeting 
were Dr. F. J. L. Blasingame, general manager of the 
AMA, Dr. Holland T. Jackson, Academy president, 
and Vice Admiral Ross T. McIntire, former surgeon 
general of the United States Navy and currently execu- 
tive director of the International College of Surgeons. 
Drs. Blasingame and Jackson were speakers at the 
luncheon on Tuesday, given in their honor. Admiral 
McIntire spoke before the joint luncheon for physi- 
cians and wives on Monday. 

Ten prominent speakers presented 15 papers and 
appeared on two panel discussions during the scien- 
tific session. 

High point of the social program was the annual 
reception, dinner and dance in the Gunter Hotel. 
Following installation of officers at the dinner, mem- 
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bership awards were presented to the Valley chapter 
for the greatest increase in percentage of membership 
during the past year, and to Harris County and Dallas 
chapters which tied for the largest number of new 
members during the same period. Professional enter- 
tainment preceded the President’s Ball, with music by 
Bill Mercer’s orchestra. Further entertainment for the 
meeting included the traditional evening cocktail par- 
ty, which was held Sunday evening. 

The ladies’ program was under the direction of Mrs. 
Max E. Johnson. The San Antonio Ladies Committee 


held open house in the Presidential Suite of the Gunter 


Hotel throughout the scientific meeting. A ladies’ 
luncheon was held at the Argyle Hotel on Tuesday. 

Dr. Max E. Johnson of San Antonio was chairman 
in charge of local arrangements. 

Date for the 1959 Texas chapter meeting has been 
set for October 4-7 with Dr. E. Sinks McLarty in 
charge of local arrangements. 
> Installation of officers was a highlight of the tenth 
annual Mississippi chapter meeting in Jackson Sep- 
tember 17 and 18, with Dr. A.T. Tatum of Petal taking 
the helm as president for the 1958-59 term. The state 
gathering, which was attended by 300 physicians from 
throughout the state, was held in Hotel Heidelberg. 

Other Mississippi leaders who were. elected at the 
annual session were: Drs. R. J. Moorhead, Yazoo 
City, president-elect; Louis F. Rittelmeyer, Jackson, 
vice president and J. Roy Bane, Jackson, secretary- 
treasurer. (See cut.) Dr. Tatum succeeded Retiring 
President John C. Longest of State College. New dele- 
gates and board members were also elected during the 
business meeting. 


Trio of Top Men—These three physicians drew top posts as new 
officers of the Mississippi chapter at the tenth annual meeting in 
Jackson. From left to right they are: Drs. A. T. Tatum, Petal, new 
president; R. J. Moorhead, Yazoo City, president-elect, and J. Roy 
Bane, Jackson, secretary-treasurer. 
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The great operatic works of Rossini have 
been enjoyed by millions for many decades 


THAT ENDURE 


Good things endure. ..a work of art, 
a literary classic, a proud bridge ...a dependable 
pharmaceutical. Such is Desitin Ointment. For over 
35 years Desitin Ointment has endured as an incom- 
parable, safe way to prevent and clear up diaper rash 
...and as a soothing, healing application in wounds, 
burns, external ulcers and other skin injuries. 


Desitin® 
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With an eye toward the menacing problem of social- 

ized medicine, luncheon speaker, Dr. Howard A. 
Nelson of Greenwood, spoke on “Dial S for Social- 
ism.” (See cut.) Dr. Nelson is the immediate past pres- 
ident of the Mississippi State Medical Association. 

Five other speakers participated in the two-day sci- 
entific program. Dr. Thomas M. Blake, University of 
Mississippi, presented a discussion of ‘Physical Diag- 
nosis of Cardiac Diseases” in two parts. The topics of 
Dr. Lee T. Ford, Washington University, St. Louis, 
Mo., were “Physical Diagnosis with Reference to the 
Spine” and “Physical Diagnosis with Reference to the 
Upper Extremities.” 

With the emphasis on diagnosis, Dr. John S. Stehlin, 
Jr., University of Texas, M. D. Anderson Hospital and 
Tumor Institute, Houston, discussed “The Physical 
Diagnosis of Cancer of the Skin and Soft Tissues” and 
“Physical Diagnosis of Cancer of the Head, Neck and 
Abdomen.” 

Dr. Sterling S. McNair, Jackson, spoke on “The 
Ocular Fundus in Disease” and “Ophthalmology, an 
Aid in Diagnosis.” 

Dr. H. William Harris, University of Utah College 
of Medicine, presented two papers, one entitled ‘‘Cor- 
relation of Physical Examination and Chest X-Ray as 
in Disease of the Lung” and the other, ‘“The Detection 
and Evaluation of Bronchial Diseases by Physical 
Examination.” 

A general panel discussion on ‘Physical Diagnosis” 
was also scheduled. 

Guest speaker at the annual banquet and dance in 
the Victory Room of the hotel was Mr. Clayton Rand, 
editor, author, columnist and humorist speaker from 
Gulfport, Miss. Following the installation of officers, 
there was dancing to Jules Barlow and his orchestra. 
> Immediate Past President of the College of General 
Practice of Canada, Dr. Jack McKenty of Winnipeg, 
was the luncheon speaker (see cut, page 239) at the re- 
cent tenth annual scientific postgraduate meeting of 
the lowa chapter. Dr. McKenty addressed members 
with random remarks about the College of General 
Practice of Canada. 

Held at the Hotel Savery in Des Moines on Sep- 
tember 21 through 23, two particular groups were 
given special honor at the session. The first group was 
comprised of those who were active in seeking a 
charter for the chapter in its beginning. All those 
physicians practicing 50 years or more, who have ac- 
complished their own aims but still wish to be “banded 
together in the common work of making the future 
secure for the younger family physicians,” composed 
the second group. 

Installed as president at the meeting was Dr. Robert 
L. Knipfer of Jesup, who succeeded Dr. Donald H. 
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A Word on Socialism—‘Dial S for Socialism” was the topic of 
Dr. Howard A. Nelson, Greenwood, Miss., center, luncheon speaker at 
the Mississippi chapter mecting. Newly-elected president A. T. Tatum 
of Petal is shown at left. Dr. Guy T. Vise of Meridian, Miss., president 
of the Mississippi State Medical Association and a member of the 
Mississippi Academy board of directors, is at right. 


Any Calis?—With more than 300 physicians attending the Mis- 
sissippi gathering, the phones were in constant use with every 
doctor keeping in touch with office and patients. Dr. William E. Lotterhos, 
Jackson, Mississippi delegate, is shown at left making use of the 
popular “‘doctors’ line.” With him are shown Dr. Albert L. Gore, 
center, Jackson, newly-elected director, and Dr. Guy T. Vise, director 
from Meridian. 


Kast of Des Moines. The only newly: elected officer was 
Dr. L. H. Jacques of Iowa City, president-elect. Those 
officers who were re-elected are Drs. Hennings W. 
Mathiasen, Council Bluffs, vice president, and Verne 
Leroy Schlaser, Des Moines, secretary-treasurer. 

Rated as the most successful state meeting to date, 
the total registration of 387 included 210 Academy 
members. 

Dr. Fount Richardson of Fayetteville, Ark., Acad- 
emy president-elect, was key speaker at the annual 
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Portland physicians find that Serpasil® 
does more than reduce high blood pressure 


Physicians in Portland, Maine, have found 
that Serpasil has advantages beyond its anti- 
hypertensive action: 


1. With its rather pronounced central effect 
Serpasil calms patients who are frankly 
anxious or tense, as well as hypertensive. 


2. The heart-slowing action of Serpasil re- 
lieves the tachycardia that so often compli- 
cates high blood pressure. 


These facts were brought out by 450 U.S. 
physicians who were interviewed in a world- 
wide survey* conducted by CIBA. They 
reported that 74 per cent of 871 patients 


treated with Serpasil for hypertension with 
anxiety-tension had excellent or good over- 
all response, while 80 per cent of 261 pa- 
tients treated for tachycardia had good or 
excellent response. 


Their experience offers good reason to pre- 
scribe Serpasil whenever marked anxiety- 
tension or tachycardia accompany high 
blood pressure. 


Cc I B A summit, N. J. 


SERPASIL® (reserpine CIBA) 


*Complete information about the results of 
this survey will be sent on request. 2 /200rma 
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banquet (see cuts). The banquet was preceded by a 
cocktail hour and followed by an evening of dancing. 

The scientific program covered a wide range of top- 
ics, including public health, diabetes, asthma, the 
aged, allergies, cardiology, anticoagulant therapy, 
comas and erythroblastosis. Two movies were shown, 
one entitled “The Metabolic Insufficiency Syndrome” 
and the other “The Doctor Defendant.” 

Dr. Joseph G. Molner, Detroit, Mich., was the first 
scientific speaker. Others on the program were: Drs. 
Priscilla White, Boston; L. J. Halpin, Cedar Rapids, 
Ta.; A. L. Sahs, Iowa City, Ia.; Mr. Loren Hickerson, 
Iowa City; Drs. Francis Murphy, Milwaukee, Wis. ; 
Clark H. Millikan, Rochester, Minn.; N. W. Barker, 
Rochester and Bruce Chown, Winnipeg, Canada. 
> Dr. Charles M. Murphy of Omaha was installed as 
the new president of Nebraska chapter at its ninth 
annual scientific meeting September 12-13 in the 
Cornhusker Hotel in Lincoln. 

Other officers selected at the session are Dr. Harold 
Smith of Kearney, vice president; Dr. Rudolph Sievers 
of Blair, president-elect and Dr. John A. Brown of 
Lincoln, secretary-treasurer (see cut, page 241). 

Welcoming the group at the opening of the program 
was Outgoing President Herbert Kuper of Columbus, 
who was later presented a plaque honoring him as the 
tenth chapter president. (See cut, page 241.) 

Following Dr. Kuper’s address, first speaker on the 
program was Dr. Walter M. Kirkendall, University of 
Iowa. Other morning speakers were Dr. John L. Ged- 
goud, University of Nebraska, and Dr. Roy G. Holly, 
University of Nebraska. 

After a luncheon Dr. H. L. Papenfuss, University of 
Nebraska, opened the afternoon program. He was fol- 
lowed by Drs. Charles W. McLaughlin, Jr. and 
Howard B. Hunt, both from University of Nebraska, 
and Dr. C. E. Radcliffe, University of Iowa. 

Next day’s speakers included Drs. Frederic Speer 
and Larry L. Calkins, University of Kansas; Drs. E. L. 
MacQuiddy, Jr., and George A. Young, Jr., University 
of Nebraska and Dr. L. J. Gogela, Lincoln. 

Afternoon speakers were Drs. L. T. Heywood, 
Creighton University, Omaha, Neb.; H. A. Hansen, 
Robert Grant and T. L. Thompson, Ph.D., all from 
University of Nebraska. Also appearing was Dr. K. D. 
Rose from Lincoln. 

There were three panel discussions on the program 
which covered such topics as edema in heart disease, 
nephritis and nephrosis, gynecologic aspects of en- 
docrinology, laboratory procedures, childhood tumors, 
radioactive isotopes, acne, allergies, red-eye diagnosis, 
parasitic infections, ulcerative colitis, neurosurgery, 
gynecologic carcinoma, toxemia and hospital infec- 
tions. 
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Distinguished Guests—Honored guests at Iowa chapter’s tenth an- 
nual scientific meeting in Des Moines are shown at the annual 
banquet speakers’ table. To the right of the podium can be seen 
Dr. Donald Kast of Des Moines, immediate past president of the 
chapter; Mrs. Kast; Academy President-Elect Fount Richardson of 
Fayetteville, Ark.; Dr. Jack McKenty of Winnipeg, Canada; 
Mrs. McKenty; Dr. R. O. Quello, president of the Minneapolis chapter 
and Mrs. Quello. 


lowans Hear Richardson—This capacity crowd attended the annual 
banquet and dance at the recent Iowa chapter meeting at the Hotel 
Savery in Des Moines, where the guest speaker was Dr. Fount Richard- 
son, Academy president-elect from Fayetteville, Ark. 


Hawkeye Luncheon—Dr. Jack McKenty, immediate past president of 
the College of General Practice of Canada, addressed this luncheon 
group during the Iowa chapter meeting. 


Guest speaker at the annual banquet was Professor 
Clifford Hicks, University of Nebraska, who spoke on 
**Investments— Easy To Make, Hard To Keep.” 

Over-all chairman of the program committee for the 
meeting was Dr. Bernard F. Wendt of Lincoln. Also 
serving on the committee were Drs. Donald Matthews 
of Lincoln and Ivan M. French of Wahoo. 

A special coffee hour for the ladies was planned by 
Mrs. Herbert Kuper, hostess for the ladies’ entertain- 
ment. 
> The physician registration total of 455 at Wiscon- 
sin’s recent annual meeting was the second highest in 
the chapter’s ten-year history and represented almost 
60 per cent of its membership. 
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dont run! 


Little cold sufferers will 
get greater relief with 


Novahistine Elixir 
... tastes good! 


Novahistine Elixir combines the action of 
a quick-acting sympathomimetic with an 
antihistaminic drug for a greater deconges- 


tive effect. 

Each 5 cc. teaspoonful contains: 
Phenylephrine hydrochloride. ......... 5.0 mg. 
Prophenpyridamine maleate........... 12.5 mg. 


Dosage: Children—1 teaspoonful, three or four 
times daily. Infants under 1 year—\4 to 
teaspoonful, three or four times a day. 
Supplied in 4 oz., pint and gallon bottles. 


PITMAN-MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 
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With Pen in Hand—Notebooks and notes were the order of the cay 
at the Wisconsin chapter meeting September 14-16 in Milwauie, 
where scientific sessions such as the one pictured here drew an 
attendance of 150 to 200 doctors per lecture. 


leadership, Wisconsin Style—Giving a greeting to Wisconsin's 
Governor Vernon Thomson, right, is the newly-installed Wisconsin 
chapter president, Dr. David Goldstein of Kenosha. The scene was 
the annual banquet at the tenth annual meeting in, Milwaukee. 


In the Presidency Line—The past, present and future presidents of 
Wisconsin chapter are shown at their state gathering. Shown, left 
to right, are Dr. Charles J. Picard, Superior, president-elect; 
Dr. David N. Goldstein, Kenosha, president, and Dr. T. J. Nereim, 
Madison, immediate past president. 


Wisconsin Past Presidents—The second Wisconsin past president’s 
luncheon was held during the chapter’s recent meeting in Milwaukee. 
All the past presidents were present. Shown left to right: (Seated) 
Drs. Ervin L. Bernhart, Robert Purtell, Erwin C. Cary, George E. Forkin 
and John P. Canavan. (Standing) Drs. Raymond P. Richards, 
C. F. McDonald, Cyrus G. Reznichek, Theodore J. Nereim, Jerome W. 
Fons and the present president, Dr. David N. Goldstein. 
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The meeting, held in Milwaukee Auditorium and 
Hotel Plankinton September 14-16, featured 23 prom- 
inent speakers. Scientific sessions drew an average at- 
tendance of 150 to 200 doctors. (See cut.) 

Another drawing card was the appearance of Wis- 
consin Governor Vernon Thomson who was a special 
guest at the annual banquet. (See cut, page 240.) 

Dr. David N. Goldstein of Kenosha was installed as 
new president, succeeding Theodore J. Nereim of 
Madison. (See cut, page 240.) Election of officers re- 
sulted in the following selections: Drs. Charles J. 
Picard, Superior, president-elect; John A. Kelble, 
Milwaukee, secretary-treasurer; James J. Leahy, Park 
Falls; Joseph S. Devitt; Milwaukee, and A. H. Stah- 
mer, Wausau, all directors. 7 

Dr. Cyrus G. Reznichek, Madison, was elected 
speaker of the Wisconsin congress of delegates and Dr. 
Warren Conen, Milwaukee, vice speaker. 

Such well-known authorities as 1958 AAGP As- 
sembly speaker, Dr. Milton H. Erickson, Phoenix, 
Ariz.; Dr. Thomas V. Geppert, Madison, and Dr. 
Mitchell J. Nechtow, Chicago, appeared on the two- 
day scientific program. Dr. Erickson, who is president 
of the American Society of Clinical Hypnosis, dis- 
cussed the advantages of hypnotism for family doctors, 
demonstrating techniques on his daughter, Betty. 

Members heard topics on medical hypnosis, heart 
failure, delivery room emergencies, geriatric problems 
and office surgery presented, as well as panel discus- 
sions and demonstrations of certain aspects of these 
subjects. 

*Bubblehead,” a favorite exhibit at the Dallas As- 
sembly, was displayed again at the Wisconsin meeting 
by a native of the Dairy State, Dr. James K. Martins of 
Eleva. Dr. Martins was assisted by members of the 
Eau Claire Sea Scout troop whom he is training in 
underwater rescue. 

A total of 66 exhibits— 56 technical and ten scien- 
tific—were displayed during the gathering. 

Dr. Charles J. Picard of Superior was the chairman 
of the scientific program arrangements. 

South Sea Islands sorcery was the subject discussed 
by the annual banquet speaker, Lydia Davis. The wife 
of Dr. Thomas H. Davis, the well-known author has 
traveled and lived with her family in such places as 
New Zealand, Samoa, Fiji and the Cook Islands. She is 
the author of Doctor to the Islands, written in collabora- 
tion with her husband, which was selected as the out- 
standing book of the year by the New 2 ork Herald 
Tribune in 1954. 

Dr. Herbert A. McGreane was chairman of the 
committee planning the cocktail-dinner party. 

The ladies’ luncheon speaker was Mr. Edward H. 
Schewe, gemologist from Milwaukee. Mr. Schewe 
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Cornhusker State Leaders—These four officers are shown at the 
recent ninth annual scientific meeting of Nebraska chapter in 
Lincoln. Left to right are Dr. Harold Smith, Kearney, vice president; 
Dr. Rudolph Sievers, Blair, president-elect; Dr. Charles M. Murphy, 
Omaha, newly-installed president and Dr. Herbert D. Kuper, 
Columbus, outgoing president. 
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Past President Honored—Dr. Herbert D. Kuper of Columbus (right) , 
who had the distinction of serving as the Nebraska chapter’s tenth 
president, receives a plaque denoting his term of office from Dr. John 
Brown of Lincoln, newly-elected secretary-treasurer. 


spoke on “Gemology, A New Science,” displayed rep- 
licas of precious stones and showed motion pictures on 
the grading, preparation and identification of gems. 
> Medical hypnosis, a newly-accepted concept of 
practice which was given a special presentation at the 
Dallas Assembly, was explained to members of the 
Tulsa (Oklahoma) chapter by one of the Dallas 
hypnosis speakers—Dr. Milton H. Erickson, editor of 
the American Journal of Clinical Hypnosis, Phoenix, 
Ariz. 

The Oklahoma group cosponsored the fall clinical 
symposium with the Tulsa County Medical Society on 
October 9 in Hotel Tulsa. Seven speakers appeared 
on the one-day program, discussing topics ranging 
from emotional problems in geriatrics to the use of 
newer steroids. 
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Simplified management 
of angina pectoris 


For angina pectoris with hypertension: 
Metamine 


(aminotrate p 


Sustained 


with 


Reserpine 


Routine administration b.i.d. provides 24-hour defense against angina pectoris 
associated with hypertension. Each tablet contains 10 mg. of METAMINE in a 
special sustained-release matrix and 0.1 mg. of reserpine. 


Dosage: | tablet on arising, 1 before evening meal. Bottles of 50 tablets. 


new! 2. = -For angina in the tense, anxious patient: 


Metaminee 


(aminotrate p 


Butabarbital 
Sustained 


“Tension-buffered,” b.i.d. management of angina pectoris complicated by 
anxiety and nervous tension. Each sustained-release tablet contains 10 mg. of 
METAMINE and 34 gr. of butabarbital. 


Dosage: 1 tablet on arising, 1 before the evening meal. Bottles of 50 tablets. 


and 3. For unsurpassed angina prevention: 
® 
mine 


Caminotrate phosphate, Leeming,1O0 mg.) * 


Sustained 


To provide 24-hour protection from classic angina pectoris, with the smallest 
- dose and least side-effects. 


Dosage: 1 tablet on arising, 1 with the evening meal. Bottles of 50 and 500 tablets. 


*PATENT APPLIED FOR 


Thos. Leeming Cone. 155 East 44th Street, New York 17, N.Y. 
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> In the hope of furthering the aims and ideals of the 
Virginia chapter and at the same time allowing for 
more postgraduate credit courses in their locale, a 
group of physicians in the Rocky Mount area of Vir- 
ginia have been laying plans for a local chapter’s 
organization there. 

The original signers of the petition for a charter 
are Drs. Christopher M. G. Buttery, John Harris, Paul 
Kent, Sam Driver and John Davis. Dr. Buttery was 
nominated chairman pro tem and Dr. Harris acted as 
recording secretary during the informal meeting at 
which the chapter idea took shape. The first organiza- 
tional meeting was held in late September at the 
Rocky Mount Hotel, with letters being sent to all 
members in that area of the state. 
> Such notable speakers as Dr. Hugh H. Hussey, 
dean of Georgetown University and medical editor of 
GP; Dr. Louis M. Krause, Dr. D. Frank Kaltreider 
and John C. Krantz, Jr., Ph.D., all from University of 
Maryland, were among the 18 faculty members appear- 
ing on the program of West Virginia chapter’s re- 
cent third postgraduate institute. 

Cosponsored by the Eastern Panhandle Medical 
Society, the institute was held in the Shenandoah 
Hotel in Martinsburg, W. Va. on September 27 and 28. 

The 18 speakers were selected on the basis of a 
survey conducted by the West Virginia chapter. Over 
6,000 senior medical students were asked to vote on 
the best lecturers in their fields and/or the best all- 
around lecturer at a given school. 

This poll-type program selection was first originated 
by the Eastern Panhandle Medical Society in 1956 at 
its postgraduate institute. 
> Newly-elected officers of the Memphis (Tennessee) 
chapter are Drs. J. E. Holmes, president-elect; Jack 
Armstrong, vice president, and J. H. Ijams, secretary- 
treasurer. They were selected at a dinner meeting on 
September 16. 


CONTINUED FROM PAGE 37 


On the Calendar 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed 
when available. 


*Feb. 9-11. University of Kansas School of Medicine, et al., 
course on radiology and radioactive isotopes, University 
of Kansas Medical Center, Kansas City, Kan. (21 hrs.) 

*Feb. 11. University of Oklahoma, urology symposium and 
C. B. Taylor lectureship, Oklahoma City. (4 hrs.) 

*Feb. 16-17. University of Kansas School of Medicine and Kansas 
Medical Society, course on hematology: thrombosis, 
embolization and fibrinolysis, University of Kansas Med- 
ical Center, Kansas City, Kan. (14 hrs.) 

*Feb. 16-20. New York University-Bellevue Medical Center, 
full-time seminar in dermatology and syphilology (for 
general physicians), New York City. 

*Feb. 17-20. lowa chapter and State University of lowa, course 
for the general practitioner, lowa City. (26 hrs.) 

*Feb. 18-19. University of Indiana, course on anesthesiology 
for the general practitioner and the part-time anesthe- 
siologist, Indianapolis. (14 hrs.) 

*Feb. 18-19. University of Kansas School of Medicine and Kan- 
sas Medical Society, course on peripheral vascular disease, 
University of Kansas Medical Center, Kansas City, Kan. 
(14 hrs.) 

*Feb. 18-20. New York University-Bellevue Medical Center, 
full-time course on orthopedics in general practice, N 
York City. 

*Feb. 20-22. Louisiana chapter, seminars on hypnosis, Roose- 
velt Hotel, New Orleans. (20 hrs.) 

*Feb. 23-24. University of Kansas School of Medicine and 
Kansas Medical Society, course on electrocardiography, 
University of Kansas Medical Center, Kansas City, Kan. 
(14 hrs.) 

*Feb. 25. University of Indiana, course on orthopedics— 
backaches, Indianapolis. (7 hrs.) 

“Feb. 25—Apr. 1. Queens County (New York) chapter, course on 
allergy, Wednesdays, Terrace Heights Hospital, Hollis, N.Y. 
(6 hrs.) 

*Feb. 26-28. Louisiana chapter, course on surgery of trauma, 
Hutchinson Memorial Building, New Orleans. (15 hrs.) 
*Mar. 1. Southwestern Ohio Society of General Physicians, 
course on psychiatric problems handled by the general 
physician, Cincinnati College of Medicine Auditorium, 

Cincinnati. (5 hrs.) 

*Mar. 2—4. University of Minnesota, course on pediatrics for 
general physicians, Minneapolis. (15 hrs.) 

*Mar. 2-6. University of Oklahoma, course on advance electro- 
cardiography, Oklahoma City. (35 hrs.) 

*Mar. 2-12. University of Minnesota, mediclinic of Minnesota, 
Ft. Lauderdale, Fla. ($2 hrs.) 

*Mar. 4-5. University of indiana, course on general subjects of 
current interest—obstetrics and gynecology, Indianapo- 
lis. (12 hrs.) 

*Apr. 6-9. American Academy of General Practice, 11th Annual 

Scientific Assembly, Civic Auditorium, San Francisco. (15 hrs.) 
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a moderate reduction in fat 
indicates cereal and milk serving 


Medical and nutrition authorities recommend mod- 
eration and reasonableness in food choice as a best 
guide to good health. When a moderate reduction of 
dietary fat is indicated, a good choice is the cereal 
and milk serving for breakfast and the late evening 
snack. 

Both the breakfast cereal and the milk contribute 


well-balanced nourishment and provide quick and 
lasting energy. This serving, as shown below, is a 
good source of many nutrients and provides about 
10 per cent of the daily recommendations of high 
quality protein, important B vitamins, and essential 
minerals. Served with nonfat milk, the fat content is 
very low.* 


nutritive 

composition Cc 
of average 
cereal serving 


**Based on 


*Nonfat (skim) milk, 4 oz., reduces the Fat value to.0.1 gm. and the Cholesterol value to 0.35 mg. 


322 23233 
o 
33 


cereals on dry weight basis. 


average of 


Bowes, A. deP., and Church, C.F.: Food Values of Portions Commonly Used. 8th ed. Philadelphia: A. deP. Bowes, 1956. 
Cereal Institute, Inc.: The Nutritional Contribution of Breakfast Cereals. Chicago: Cereal Institute, Inc., 1956. 
Hayes, O. B., and Rose, G. K.: Supplementary Food Composition Table. J. Am. Dietet. A. 33:26, 1957. 


CEREAL INSTITUTE, INC. - 


135 South LaSalle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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Cereal, 1 oz. 
: : Whole Milk, 4 oz. Cereal** Whole Milk Sugar 
Sugar, 1 teaspoon 1 oz. 40z. 1 teaspoon 
104 83 16 
an. ARBOHYDRATE............... 32.2 gm. 22 . 4.2 gm. 
IBOFLAVIN..................... 0.25 mg. 0. " 
16.4 mg. 0 16.4 mg.* 
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Ip Iv WERE NECESSARY to classify the Tuesday program 
of the 1959 Assembly in three words, they would be: 
Heart; Surgery and Trauma. Actually, of course, that 
would be an over-simplification in all three cases. 
The presentations in each category are far more spe- 
cific. 

For example, the entire morning will relate to the 
general area of “heart,” but the opening paper will 
concern ‘“The Effect of Dietary Fat on Serum Choles- 
terol and its Relation to Atherosclerosis.” The speaker, 
Dr. Francisco Grande, was born in Colunga, Spain, 
and received his medical degree from Madrid University 
in 1932. The next three years, at the University of 
Copenhagen and University College, London, were de- 
voted to studies on fatty acids, physiology of exercise 
and heart metabolism. 

Back in Madrid in 1936, the start of the Civil War 
provided him with an unhappy but copious clinical 
source for his rising interest in nutritional deficiencies. 
In the following years his investigative concern centered 
more and more in this area, with successive recognition 
by his parent university, the Rockefeller Health Com- 
mission, at Withchurch Hospital, Wales, under Richter, 
and a professorship at the University of Zaragoza. 

In 1953 he joined Dr. Ancel Keys at the University of 
Minnesota. There the following year he became associ- 
ate professor of physiologic hygiene—a position he 
still holds. Dr. Grande is presently recognized as one 
of the leading authorities on the relationships between 
dietary fats and blood cholesterol. 

Much of Dr. Grande’s discussion will stem from re- 
sults of a six-year study at Minnesota on the effects 
of dietary fats in controlled feeding experiments with 
healthy men. 

The distinct difference between saturated fatty acids 
and poly-unsaturated acids, result-wise, was clearly 
evident—with mono-unsaturated compounds falling 
into the in-between “neu- 
tral” zone. Clinical applica- 
tions of these basic 
principles will be outlined 
and a formula presented 
for evaluating individuals 
differing in habitual cho- 
lesterol levels. Other die- 
tary factors that may also 
condition the serum cho- 
lesterol level, suggested by 
the Minnesota study, will 
also be reported in the 
discussion. 


Francisco Grande, M.D. 


—Report on effects of dietary 
fats based on six-year study. 
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Aspects of Cardiology, Surgery, Burn Therapy on Tuesday Assembly Program 


Renal Origin of Hypertension 


The second morning presentation, on the subject of 
“‘Hypertension,” will be made by Dr. Arthur Groll- 
man, professor and chairman of departmental medicine 
at Southwestern Medical School of the University of 
Texas, Dallas. Dr. Grollman is a Johns Hopkins prod- 
uct—A.B., Ph.D. and M.D.—and during those years 
he also held faculty posts there in chemistry and 
physiology. After two postgraduate years in London, 
Berlin and Heidelberg, he returned to his alma mater 
for nine years, and thence to Bowman Gray for three 
years as research professor of medicine, before going 
to Southwestern in 1946. 

Dr. Grollman belongs to such less-frequently en- 
countered societies (as well as all the usual ones) as 
the American Physiological Society, the International 
Hematological Association and the Society for the 
Study of Internal Secretions. The author of ten text- 
books, he also has an even 200 monographs to his credit, 
with particular emphasis on the endocrines and hyper- 
tension. 

Taking as his premise recent experimental work 
that strongly implies a renal origin of hypertension, 
Dr. Grollman proposes to re-evaluate this oft-encoun- 
tered disorder of the plus- 
fifty population on the basis 
of that premise. The sig- 
nificance and nature of the 
responsible underlying con- 
dition will be examined and 
related to the increased 
peripheral resistance which 
is reflected in an elevated 
diastolic pressure. The sig- 
nificance, interpretation 
and management of the va- 


Arthur Groliman, M.D. 
observed in general prac- strongly implies renal origin 
tice will be described. of hypertension. 


Cardiac Arrest Emergency 


Delving still deeper into problems of the heart, Dr. 
William H. Snyder will present as the day’s third 
paper a discussion on “Cardiac Arrest.” A native of 
Massachusetts, but educated in California, Dr. Snyder 
received his medical training at Harvard. This was fol- 
lowed by two years’ internship and three years’ resi- 
dency at Massachusetts General before establishing his 
practice in Los Angeles in 1936. 
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PHOSPHO-SODA 


(FLEET)® 


Phospho-Soda (Fleet) is recognized as an effective laxative 

in the treatment of long term constipation or occasional costive 
distress ... and as an intestinal cleansing 

agent prior to examination or surgery. Each 

100 cc. contains 48 Gm. Sodium Biphosphate 

and 16 Gm. Sodium Phosphate. 


c. B. FLEET co., INC. 
Lynchburg, Virginia 


also makers of 


FLEET°ENEMA Disposable Unit 
OIL RETENTION ENEMA (LEED 
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In 1935 he was an associate ip surgery on the 
faculty of his alma mater. In 1948 he became associate 
professor of surgery at the University of Southern Cali- 
fornia, subsequently advancing to his present position 
of clinical professor. During World War II he served as 
a lieutenant colonel in the army medical corps. Among 
his various society affiliations, Dr. Snyder is particu- 
larly active in the Western and Pacific Coast Surgical 
Associations. 

Dr. Snyder’s discussion will be pointed particularly 
toward those physicians who have had neither labora- 
tory nor clinical experience with cardiac massage. He 
emphasizes that cardiac arrest may occur anytime, any- 
where. There is frequently no time to wait for an ex- 
perienced thoracic surgeon. In such a situation, the 
nearest doctor—be he general practitioner, ortho- 
pedist, or ophthalmologist—faces the obligation to 
open the chest and massage the heart. It is vital that 
he may have the courage to act in the emergency. It is 
desirable that courage be based on as much knowl- 
edge as possible. While he agrees that practice on 
laboratory animals represents the most desirable prepa- 
ration, it is understandable that not everyone can ob- 
tain such experience. 

Consequently, Dr. Snyder’s talk will feature a series 
of diagrams illustrating each step in the technique, with 
attention to the anatomic 
landmarks, appearance of 
lung and pericardium, and 
the position of the hand 
for producing proper com- 
pression of the heart. A re- 
view of 65 cases occurring 
over a 30-year period will 
be presented and recent 
contributions to more effec- 
tive recognition and man- 
agement of this condition, 
including postoperative hy- 
pothermia, will be outlined. 


William H. Snyder, M.D. 


—All physicians must know 
how to handle cardiac arrest. 


Elective Heart Surgery 


The final cardiology discussion, dealing with prob- 
lems of elective heart surgery, will be presented by 
Dr. Norman E. Shumway of the Department of Sur- 
gery at Stanford University. One of the younger speak- 
ers on our “faculty,” Dr. Shumway received his M.D. 
degree from Vanderbilt in 1949 and added a Ph.D. 
at the University of Minnesota in 1956. Despite his 
comparative youth, our West Coast informants rank 
him as one of the top authorities in his field. His under- 
graduate training was interrupted by a three-year tour 
of army service during World War II, and after medical 
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school graduation he served another two years in the 
Air Force. Subsequently he spent three years with 
the National Heart Institute doing special research. 

Sub-titling his presentation “Twenty Years of Prog- 
ress in Cardiac Surgery,” Dr. Shumway will review 
the subject under eight major headings. These will in- 
clude ‘‘Extracardiac Conditions,” “Valvular Diseases” 
and “Intracardiac Lesions.” Some attention will be 
paid to some of the more rare types of lesions: Eb- 
stein’s deformity, ruptured sinus of Valsalva, truncus 
arteriosus and tricuspid atresia. 

The procedures of Baffes and Albert in transposition 
of the great vessels will be evaluated, and on the sub- 
ject of coronary artery disease, attention will be given 
to the controversial internal 
mammary ligation and a re- 
view of Beck’s work. 

Finally, Dr. Shumway 
proposes a “‘look at the fu- 
ture,” during which he will 
describe the ideal oxygena- 
tor. Here he will prognosti- 
cate the eventual develop- 
ment of successful proce- 
dures for heart transplan- 
tations, as the ultimate 
solution to inoperable con- 


Norman E. Shumway, M.D. 


—Elective heart surgery af- 
genital heart disease and _fected by 20 years of progress 
coronary insufficiency. in cardiac surgery. 


Surgical Convalescence 


The 90-minute period following lunch will be de- 
voted to three surgical lectures, with the first one en- 
titled ‘‘Surgical Convalescence— When Does It End?” 
This will be presented by Dr. Fred H. Bentley, former 
professor of surgery at the University of Durham 
(England), and, since 1953, a consultant in surgical 
practice in Portland, Ore. 

Before World War II, Dr. Bentley was associated 
with the University of Manchester. During the war 
years he saw service successively as surgical consultant 
to the British Medical Service (during the buzz bomb 
period) ; as lieutenant colonel in charge of a surgical 
division in North Africa and Italy; in charge of the 
British Penicillin Control Team and a mission to the 
Russian and Yugoslav armies during the last year of 
the war. 

In addition to a number of American society mem- 
berships, Dr. Bentley belongs to the Paris Academy 
of Surgery and the Associations of Surgeons of Great 
Britain. 

Dr. Bentley reminds us that the gap between the 
acute surgical episode and full return to vigor and 


247 


| 


hb 


222222222 
= 


TRACE ELEMENTS 
ICRONUTRIENTS man 


Je three times 
escribed. 
panti) 


PHOSPHORUS-FREE, HIGH-POTENCY 
CAPSULES WITH 
ANTIANEMIA FACTORS 


43.3 me: 


Gnlker LABORATORIES, INC., MOUNT VERNON, N.Y., U.S.A. 


GP Volume XVili, Number 6 


f | 
’ 
100 CAP 
SUPPLEMENT 
ror USE DURING PREGNANCY AND LACTATION 
4 


jumber 6 


health is best bridged by the physician who has “an 
agreeable combination” of physiologic knowledge and 
sympathetic understanding of the patient’s emotional 
and physical difficulties. He hazards that the psycho- 
logic factors represent the area of greater potential 
improvement. In convalescence—even more than at 
the time of the operation—it is the patient as a whole 
that most needs treatment. 

So in planning for the period of convalescence, both 
the scientific and the human approaches to the problem 
must be considered. Dr. Bentley believes this should 
begin before the operation, with the physician’s respon- 
sibility ending only when the patient’s feet are strong 
enough to support his full structure. 

To the usual postoperative precautionary measures, 
he will add pointers that will insure treating the patient 
as well as a disease, following a path of increasing 
activity and return of confidence. You will find that 
Dr. Bentley’s concept of, and respect for, the art of 
medicine closely parallels the basic principles on which 
the Academy was founded. 


Peritoneal Surgery 


Second of this surgical trio is Dr. Joel W. Baker, 
chief of surgery at Virginia Mason Hospital, Seattle. 
In addition to being chairman of the Mason Clinic, Dr. 
Baker is surgical consultant to Madigan Army Hospi- 
tal, Bremerton Naval Hospital and the University of 
Washington School of Medicine. 

A regent of the American College of Surgeons and 
consulting editor of Surgery, Gynecology and Obstetrics, 
he is a member of both the American and Southern 
Surgical Associations, the American Gastroenterolog- 
ical Association, the American Goiter Association and 
the North Pacific Surgical Association, among others 
—not to mention honorary membership in the Societe 
Internationale de Chirurgie and the Alaska Medical 
Society. He has served on the American Board of Sur- 
gery since 1954. 

Dr. Baker will review the field of “Peritoneal Sur- 
gery,” with “some personal observations on several of 
the more common operations.”” When the lower abdo- 
men has been opened in anticipation of an acute ap- 
pendix and it then becomes apparent that the emer- 
gency is of a different nature—what does one do next? 
Dr. Baker will review some of the unexpected situa- 
tions, summarizing the lessons to be learned from these 
mistakes and illustrating the recommended technical 
procedures. 

Among the other problems of peritoneal surgery is 
purulent peritonitis, for which Dr. Baker will outline 
a course of treatment which represents a departure 
from the conventional management. The technical pit- 
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Surgical Trio—Dr. N. Frederick Hicken (left to right), Dr. Fred H. 
Bentley and Dr. Joel W. Baker will lead off the Tuesday afternoon 
program. Their respective topics will be hernia repair, surgical 
convalescence and peritoneal surgery. 


falls in relieving intestinal obstruction will be included, 
with pictorial illustrations. 


Hernia Repair 


The lower abdomen is also the subject area for the 
third surgical paper, “Hernia Repair,” by Dr. N. 
Frederick Hicken, M.D., associate professor of clinical 
surgery at the University of Utah, Salt Lake City. A 
native of Utah, Dr. Hicken received his.medical degree 
from the University of Pennsylvania and did post- 
graduate work at Cleveland Clinic Foundation, before 
returning home to become surgeon to the Latter Day 
Saints Hospital and surgical consultant to the U. S. 
Veterans Service. 

He is a Fellow of both the American and Interna- 
tional Colleges of Surgeons, as well as the Pan Pacific 
Surgical Association, and a founding member of the 
Southwestern Surgical Congress. 

In spite of familiarity with the common procedures 
in the surgical repair of anatomic defects of the ab- 
dominal wall, many complications, such as recurrences, 
infections and thrombophlebitis are still encountered. 
How to minimize these complications will be one of 
the principal objectives of Dr. Hicken’s presentation 
on Tuesday. 

In addition, there are several other related problems 
for which he will propose answers. What is the added 
risk of bilateral inguinal herniorrhaphy? Do extremes 
of life enhance the complications? Can the incidence 
of recurrences be reduced? What are the indications— 
and contraindications—for supplemental use of foreign 
materials in correcting large hernial defects? How 
does acute strangulations of the bowel complicate her- 
nial repair, and what is a modern method for handling 
them? Every physician who hears this discussion 
should return home with a feeling of greater compe- 
tency in dealing with hernias of all types. 
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Not far from here are manufactured 


from the powdered leaf 
Pil. Digitalis (Davies, Rose) 
0.1 Gram (114 grains) or 1 U.S.P. Digitalis Unit. . e 


They are physiologically standardized, 
with an expiration date on each package. 
Being Digitalis in its completeness, 
this preparation comprises the 
entire therapeutic value of the drug. 
It. provides the physician with a safe and effective 
means of digitalizing the cardiac patient 


and of maintaining the necessary saturation. 


Security lies in prescribing the 
“original bottle of 35 pills, Davies, Rose.” 


Clinical samples and literature sent to physicians on request 
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Burn Therapy 


For the final hour of the Tuesday program, attention 
is directed to “Burn Therapy.” As in the case of auto 
accidents, a high percentage of severe burning is seen 
first by the general practitioner. Consequently, it is 
important (1) that he clearly understand the body’s 
physiologic reaction to severe burns, and (2) that he 
be thoroughly grounded in the most effective emer- 
gency therapies. 

For presentation of the first part of this discussion, 
the program committee made an easy and logical choice 
in Dr. W. D. Snively, Jr., of Evansville, Ind. For 
much of the physiology of burns is directly related to 
problems of fluid balance—and one of the foremost 
authorities on fluid balance in this country today is 
Dr. ‘Dan Snively. 

Twenty years ago Dr. Snively was graduated from 
Northwestern and after the usual intern and residency 
periods, began a general practice in Rock Island, Ill. 
But in 1941 he joined the navy medical corps and 
during the next five years saw service as a flight 
surgeon. 

In 1947 he started practice again, in Evansville, 
where he became attending physician to the Child 
Health Clinics. This led to his selection that same year 
as medical consultant to Mead Johnson & Company. 
This, in turn, led to the post ef medical director two 
years later, and vice president in 1954. And since this 
biographic thumbnail seems to be a “leading” one, 
it is obvious that his increasing knowledge in the field 
of human nutrition should lead him into the mysteries 
of the body fluids—their response to environmental 
change and their influence on human function. 

Dr. Snively has made many contributions to know]l- 
edge of both nutrition and fluid balance, through the 
media of both scientific articles and scientific exhibits. 
He is, we are happy to add, a member of the American 
Academy of General Practice. 

Dr. Snively points out that, in order to provide the 
intelligent fluid therapy so important to recovery from 
a severe burn, the physician must be aware of the perils 
that threaten during the critical period immediately 
following the accident. These include loss of body 
fluids, shock, renal depression and remobilization of 
edemal fluid. 

He proposes to present a simple, effective plan of 
therapy that includes the management of these haz- 
ards, 

The importance of proper nutrition following the 
critical initial period falls within the purview of fluid 
therapy and this, too, will be covered. Particular em- 
phasis will be placed on optimal protein nutrition to 
prevent “burn decompensation.” 
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Advice on Burn Therapy—Dr. W. D. Snively, Jr. (left) and Ut. Col. 
E. H. Vogel will stress immediate and effective therapy by general 
practitioners since they are the first to see a high percentage of 
severe burns. 


Immediate Treatment 


The other side of this subject is, of course, ‘‘Immedi- 
ate Therapy in Burns.” This will be presented by Lt. 
Col. Edward H. Vogel, Jr., director of the U. S. Army 
Surgical Research Unit, Brooke Army Medical Center, 
Fort Sam Houston, Tex. 

He is also associate professor of surgery at the Grad- 
uate School of Baylor University. Colonel Vogel was 
graduated from the University of Texas (Galveston) 
School of Medicine in 1939, and has served in the 
army ever since, except for a two-year fellowship in 
surgery at Tulane, 1947—49. 

During World War II he saw service in the C anal 
Zone, England and France. Following hostilities he 
was executive officer of the 815th Hospital Center in 
Germany. His various assignments in this country 
have included a year as chief of surgical research, 
Research and Development Division, Office of the 
Surgeon General. Prior to his present post, he was 
chief of surgical service at Fort Meade for two years. - 

Dr. Vogel’s discussion will be based on experience 
in treating more than 1,000 seriously-burned patients, 
with evidence that adequate therapy in the early post- 
burn period can greatly minimize mortality and mor- 
bidity. 

He emphasizes that the general practitioner usually 
is the first to see a burned person— indeed, must often 
manage him during the first hours, or even days, post- 
burn. Dr. Vogel’s paper will present the criteria for 
appraisal of the magnitude of burn injury, a descrip- 
tion of the immediate postburn therapeutic procedures 
and requirements, an outline of the methods of local 
care and skin defect coverage and a general discussion 
of the problem of invasive bacterial infections in burn 
injuries. 
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Co-chairmen for the program—Dr. R. Varian Sloan, president of the 
Hawaii chapter (left), and Dr. Homer Benson are co-chairmen for 
the 1959 Invitational Scientific Congress in Honolulu. 


Program and Travel Plans Completed 
For Scientific Congress in Hawaii 


Dr. Pur Tuorek of Chicago, an honorary member 
of the Academy and one of the nation’s best-known 
physicians, will be the principal speaker for the 1959 
Invitational Scientific Congress in Hawaii. 

The scientific meeting has been planned by the 
| Hawaii chapter with Dr. R. Varian Sloan, chapter 
president, and Dr. Homer Benson serving as co- 
chairmen. Final plans concerning the congress were 
consummated during the recent State Officers’? Con- 
ference in Kansas City when the Academy’s Committee 
on the Invitational Scientific Congress met with Dr. 
Homer Benson of Honolulu to discuss “finishing 
touches.” 

Dr. Norman R. Booher, Indianapolis, Ind., serves 
as chairman of the AAGP committee with Dr. Floyd 
C. Bratt, Rochester, N. Y. and Dr. M. C. Wiginton, 
Hammond, La. 

Category I credit will be given for attendance. Visit- 
ing physicians will be asked to pay a $25 registration 
fee which will be used to cover the costs of the scien- 
tific program and a souvenir copy of the official pro- 
ceedings for each registrant. The latter serves as a 
certified record of attendance. 

Two scientific sessions will be held at the Matson 
Meeting House in Waikiki on Monday and Tuesday, 
April 13 and 14. These will be breakfast sessions con- 
vening at 7:30 a.m. followed by scientific lectures. 

On the evening of April 13, the scientific session 
will be held at Mabel Smyth Auditorium, beginning at 
7:30 P.M., with members of the Honolulu County 
Medical Society as guests of the Hawaii chapter. An 
informal reception will be held at the auditorium fol- 
lowing the scientific session. 

A cocktail-reception and buffet supper at Oahu 
Country Club on Tuesday evening will conclude the 
Invitational Scientific Congress. The cost of this and 
other social functions are included in the official tour 
cost. 
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An especially fine 
travel program has 
been developed this 
year, as mentioned in 
earlier issues of GP. 
Care has been given to 
providing diversified 
trip features to appeal 


Philip Thorek, M.D. 

Philip Thorek as key speaker visitors and those who 
for the Post-Assembly Invitation- have visited the Islands 


al Scientific Congress. previously. 
For example, one 
may select from two separate sight-seeing programs, 
have a choice of three outer-island visits, five out- 
standing Waikiki hotels and, as in the past, offered 
round-trip air transportation or travel in one direction 
by air and return by a Matson luxury cruise liner. 
Because a record attendance is expected at the forth- 
coming scientific congress, it is suggested that reserva- 
tions be placed at the earliest possible convenience. 
A great deal of interest has been created, too, over 
en announcement of an air trip to replace the usual 
special train. 
After due consideration by the committee it was felt 
that because of physicians’ busy schedules and cur- 
tailed rail service of recent months, it was wise to revise 
planning to include air travel to and from the Assem- 
bly in San Francisco. 
As a result, two air trips have been arranged. The 
first, ‘The Silver Circle,” is designed to provide 
roundtrip air transportation (on independent sched- 
ules from a physician’s home city to San Francisco), 
accommodations at the Assembly, three days in fabu- 
lous Las Vegas following the Assembly and return air 
transportation home. 
The longer trip is called “The Best of the Golden 
West” and will originate in various major airlane cities 
on April 2. It will stop at Las Vegas for three days 
before proceeding on Sunday, April 5, to San Francisco 
for the 11th Annual Scientific Assembly. Hotel accom- 
modations will be provided in San Francisco during 
the meeting period. 
Following the Assembly the group will visit Lo 
Angeles and world-famous Palm Springs. Return to 
home cities will be arranged at the end of the Palm 
Springs visit on Wednesday, April 15. 
A most comprehensive selection of Assembly and 
Post-Assembly travel is offered this year—each is out- 
lined in detail in the printed brochure mailed in late 
October to each member. For further information or 
reservations contact the Academy’s official travel 
agency, Lee Kirkland Travel, 1231 Baltimore Avenue, 
Kansas City 5, Mo. 
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Miltown acts immediately to 
» relieve emotional symptoms 
» relax skeletal muscle; relieve 
tension headache and low back pain 


Conjugated estrogens (equine) 
» help restore endocrine balance 
= relieve vasomotor and metabolic 
disturbances 


SUPPLIED: Bottles of 60 tablets. 


DOSAGE: | tablet t.i.d. in 21-day courses with one week rest periods. 
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Literature and samples on request. 
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Scientific Lecture Program 


PNELEVENTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN 


APRIL 6-9, SAN FRANCISCO, CALIFORNIA 


ACADEMY OF GENERAL PRACTICE 


Monday 
April 6 


Tuesday 
April 7 


Wednesday 
April 8 


Thursday 
April 9 


9:30—-10:00 a.m. 


10:00—11 :00 a.m. 


11:00-11:30 a.m. 


11 :30-12:00 a.m. 


12:00—1:30 p.m. 


1:30-2:00 p.m. 


REGISTRATION 
BEGINS 9:00 a.m. 


OPENING 

OF SCIENTIFIC 
AND TECHNICAL 
EXHIBITS 

9:00 A.M. 


OPENING OF PROGRAM 
WELCOMING SPEECHES 
1:00 p.m. 


Effect of Dietary Fat 
on Serum Cholesterol 
Francisco Grande, M.D. 


Hypertension 
Arthur Grollman, M.v. 


Prematurity 
and Postmaturity 
1. The Premature Baby 
James L. Dennis, M.D. 
2. Postmaturity 
Mitchell J. Nechtow, 


RECESS FOR EXHIBITS 


Cardiac Arrest 
W. H. Snyder, Jr., M.v. 


Premenstrua! Tension 
Ernest W. Page, M.D. 


Recognition of Surgical 
Heart Conditions 
Norman E. Shumway, M.». 


Menopause 
Edwin Overstreet, M.D. 


Diabetes 
1. Living with Diabetes 
Richard M. Johnson, M.v 
2. New Concepts in 
Diabetic Management 
Bertrand E. Lowenstein, 
3. Diabetes: Relationshiy 
to Degenerative 
Vascular Disease 
Laurence W. Kinsell, wt 


Medicine Prepares for tl 
Space Age 
Captain Norman Barr, t 


NOON RECESS 


2:00-3:00 p.m. 


Doctors in a 
Changing World 
Walter H. Judd, M.v. 


Immunology 

K. F. Meyer, M.v. 
Moderator 

Newer Knowledge of 
Standard Immunization 
Agents 

Geoffrey Edsall, m.v 

Immunization Procedures 
in Virus and Rickettsial 
Diseases 

Edwin H. Lennetie, 


Surgery 

1. Surgical Convalescence 
—When Does It End? 

Fred Bentley, M.v. 

2. Peritoneal Surgery 

Joel Baker, M.v. 

3. Hernia Repair 

Fred Hicken, M.v. 


Orthopedics 


1. Soft Tissue and Joint 


Injuries to Children 
J. Vernon Luck, M.D. 
2. Fractures in Children 
Are Different 
Walter P. Blount, 
3. Foot Deformities in 
the Newborn 
John H. Moe, M.v. 


RECESS FOR EXHIBITS 


Public Health and Its 
Relation to the 
Practice of Medicine 

Leroy H. Burney, M.D. 


Animal Diseases - 
Transmissible to Man 
James H. Steele, D.v.M. 


Burn Therapy 

1. The Body’s Response 
to Burns 

W. D. Snively, Jr., 

2. Immediate Therapy 
in Burns 

Lt. Col. Edward H. 

Vogel, Jr., M.D. 


Neurological Diagnosis 
of Headache 
Jose Garcia-Oller, M.v. 


Parkinson Disease 
Therapy 
Donald Macrae, M.v. 


EVENING 


DELEGATES’ DINNER 


STATE CHAPTER FUNCTIONS 


PRESIDENT’S RECEPTION 


LECTURE PROGRAM 
ENDS 12:00 NOON 


EXHIBIT HALLS 
CLOSE 12:30 P.M. 
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11th Annual Scientific Assembly 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 
SAN FRANCISCO, CALIFORNIA 
APRIL 6-9, 1959 


HOTEL RESERVATIONS 


MORE THAN 7,000 family doctors, wives and guests 
will attend the San Francisco meeting. Here are im- 
portant points to remember: 

Room assignments will be made in the order 
they are received. Reservation requests must 
be sent to the AAGP Housing Bureau, Room 
300, 61 Grove Street, San Francisco 2, Cali- 
fornia. Include required deposit. 

Delegates and speakers will be at the Fair- 
mont and Mark Hopkins Hotels. Rooms at 
these hotels will not be available for general 
assignment. A block of rooms has been re- 
served for delegates but individual reserva- 
tions are required. These should be made on a 
special form that will be sent to all delegates 
of record. 

List definite arrival and departure times and 
the names of all persons who will occupy the 
room. 

Cancel early if you cannot attend so another 
member may have your room. 


REGISTRATION 


ADVANCE REGISTRATION will be at the Fairmont and 
the Civic Auditorium. Delegates may register at 
the Fairmont Saturday morning, April 4; members 
may register at the Fairmont Saturday afternoon. 
On Sunday, April 5, members may register at either 
the Fairmont or the Civic Auditorium. Starting 
Monday, April 6, all registration will be at the 
Civic Auditorium. 

Ladies’ registration begins Sunday, April 5, at the 
Fairmont and Monday, April 6, at the Civic Audi- 
torium. 


SCHEDULE OF EVENTS 

THE CONGRESS OF DELEGATES, the Academy’s policy- 
making body, will convene in the Fairmont Hotel 
at 2:00 p.M., Saturday, April 4. 


MAKE YOUR RESERVATION NOW! USE THE RESERVATION FORM ON THE FOLLOWING PAGE >= 


THE SCIENTIFIC PROGRAM 


MORE THAN 25 of the nation’s top medical authori- 
ties will discuss 12 subjects and new developments 
in the fields of therapy and diagnosis. 

The Civic Auditorium will be the headquarters 
for all scientific sessions. 

The scientific and technical exhibit areas will 


open at 9 A.M., Monday, April 6. The scientific 


sessions will convene at 1:30 P.M., April 6, and at 
9:00 A.M. on Tuesday, Wednesday, and Thursday. 


TRANSPORTATION 
Four major airlines and six railroads serve San 
Francisco: 


Airlines Railroads 

AMERICAN BURLINGTON 

TWA NORTHWESTERN PACIFIC 
UNITED SANTA FE 

WESTERN SOUTHERN PACIFIC 


UNION PACIFIC 
WESTERN PACIFIC 


Ae 


Wip.to San Francisco is - 


plets without at least one ride on the famous 
cars. Here the Hyde Street car gives passenger: a thrilling view of 


Gl 
ag 
t 
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Hotels in San Francisco 
Where Reservations Are Available 
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Zone Hotel Location Single Double Twin Beds Parlor Suites 
E Alexander Hamilton 631 O'Farrell $ 6.50-14.00 $ 9.00-16.00 $ 9.00-16.00 $14.00- 60.00 
Belevue Geary-Taylor 7.00-10.00 9.00-12.00  10.00-14.00 18.00- 25.00 
Beverly Plaza 342 Grant 7.00- 9.00 9.00-11.00 -10.00-22.00 20.00 
Biltmore 735 Taylor 7.00- 7.50 9.00- 9.50 11,00-11.50 
| 4 Californian 405 Taylor 8.00 10.00 12.00 22.00- 25.00 
| H Canterbury 750 Sutter 9.00-17.00 1050-19.00 12.50-20.00 25.00- 35.00 
B Caravan Lodge Eddy & Larkin 12.00-18.00 16.00-22.00 28.00- 36.00 
L Cartwright 524 Sutter 6.50 7.50 8.50 
H Cecil 545 Post 7.50- 8.50 9.50-10.50 11.00-12.00 
L Chancellor 433 Powell 6.50 8.50 9.50 
H Clift Geary-Taylor 13.00-20.00 15.00-17.00 16.00-23.00 41.00- 50.00 
K Colonial 650 Bush 8.00 12.00 15.00 20.00- 25.00 
H Commodore 825 Sutter 5.00-12.00 7.00-14.00 8.00-16.00 
L Devonshire 335 Stockton $.00- 7.00 ~- 7.00-10.00 8.00-10.00 12.50- 25.00 
Drake-Wiltshire 340 Stockton 10.00-11.00  12.00-14.00 15.00-16.00 25.00- 35.00 
H El Cortez 550 Geary 8.00- 9.00 9.00-12.00  10.00-14.00 18.00- 24.00 
B Embassy 610 Polk 4.50- 5.50 5.50- 7.50 6.00- 7.00 12.00- 18.00 
K  Fairmont* 950 Mason 12.00-20.00  16.00-24.00 16.00-24.00 37.00- 66.00 
* Headquarters Hotel. Rooms are not available for general assignment. 
f Federal 1087 Market 4.00 5.00- 6.00 6.00 
L Fielding 386 Geary 7.00-- 9.00 8.00-10.00 9.00-12.00 
t Franciscan 350 Geary 7.00 9.00 12.00 20.00 
| H_. Gaylord 620 Jones 7.50 9.50-10.00 10.00-1250 25.00 
L Golden State 114 Powell 4.75- 6.00 7.00- 7.50  8.00-10.00 
K Grant 753 Bush 5.50 7.50 8.50 
F Herald 308 Eddy 3.50- 4.00 5.00- 6.00 7.00- 8.00 
herbert 161 Powell 3.50- 5.00 4.00- 6.00  6.00- 7.00 
A Holiday Lodge Van Ness-Washington 18.00-20.00 30.00 
K Huntington 1075 California 10.00-15.00  14.00-20.00 14.00-20.00 35.00- 50.00 
L King George 334 Mason 8.00 10.00 12.00-14.00 
Lankershim 55 Sth 3.50- 4.50  4.50-5.50 5.50- 650 9.00- 11.00 
F LaSalle 225 Hyde 6.00 7.00 8.00 14.00 
A Leland 1315 Polk 5.00- 8.00 7.00+10.00 7.00-10.00 12.00- 15.00 
tL Manx 225 Powell 6.00- 8.00 8.00-10.00 9.00-11.00 15.00- 20.00 
Mark Hopkins* 999 California 14.00-18.00 18.00-22.00 18.00-22.00 32.00- 60.00 
* Headquarters Hotel. Rooms are not available for general assignment. 
H Maurice 761 Post 6.00- 8.00 8.00-10.00 8.00-11.00 15.50- 16.50 
HH New Alden 333 Fulton 4.00 5.50 7.50 
I Olympic 230 Eddy 6.00- 8.50 7.00-10.50 9.00-10.00 16.50 
1 Oxford 16 Turk 7.00- 8.00 8.00 9.00 
J Pickwick 85 Fifth 5.50 7.50 8.50 
Plaza Post-Stockton 10.50-33.50 
Roosevelt 240 Jones 5.00- 6.00 7.00- 8.00 8.00- 9.00 
Richelieu Geary-Van Ness 6.00- 8.00 8.00-10.00 10.00-12.00 
L St. Francis Powell-Geary 12.00-22.00 12.00-20.00 15.00-24.00 26.00- 75.00 
B Senate 467 Turk 5.00- 5.50 6.00- 6.50 7.50- 8.00 
E Senator 519 Ellis 450 5.50 6.50 13.00 
F Shaw 1112 Market 5.00 6.00 8.00 
N Sheraton Palace Market-New Mtgy 8.50-16.00 12.50-20.00 1250-2000 20.00-100.00 
Sir Francis Drake 450 Powell 10.00-14.00 12.00-16.00 15.00-20.00 30.00- 40.00 
L Somerton 440 Geary 6.00 8.00 10.00 12.00 
L Spaulding 240 O'Farrell 5.00- 7.00 6.00- 8.00 7.00- 9.00 14.00 
L Stewart 351 Geary 6.00-10.00 8.00-10.00 10.00-18.00 25.00- 30.00 
L_ Stratford 242 Powell 4.50- 5.00 5.00- 7.00 7.00- 8.00 
7 N Sutter 191 Sutter 4.00- 7.00 6.00- 9.00 7.00-10.00 15.00 
{ Vanderbilt 221 Mason 5.00 6.00 8.00 
Whitcomb 1231 Market 7.00-10.00  8.00-16.00  9.00-16.00 18.00- 30.00 
HH Worth 641 Post 5.00- 7.00 6.00- 8.00 7.00- 9.00 
H York 580 Geary 5.00- 8.00 7.00-10.00 10.00-12.00 14.00 


Important Information 
About Your 
Hotel Reservations 


A Housing Bureau has been organized for 
AAGP 11th Annual Scientific Assembly in 
Francisco. Since all requests for rooms 
handled in chronological order, it is teq 
mended that you send in your applicatiog 
early as possible. 


Pursuant to regulations of the San Franc 
Convention Bureau for all conventions in{ 
city, all requests for reservations must be ac 
panied by a deposit check for $10.00 per ro 
made out to the Housing Bureau. Du 
the existing crowded conditions, hotels cs 
unclaimed reservations by 4:00 p.m. Th 
fore, a deposit is requested to insure that y 
reservations will be held on your arrival dai 
whatever the hour. Your deposit will 
credited to your account. Please do not 

cash. 


15 days prior to the meeting for refund 
your deposit to be made by the hore 
sufficient time is not allowed for the hot 
reassign space, al! of the deposit is forfti 


Late requests: Since our housing contracts 
hotel bedrooms expire 10 days prior tc 
opening of the Assembly, applications 
later than March 20 (15 days prior to theo 
ing date of the Assembly) will be 
In such cases please select your own it 
and write to them direct. 


All reservations should be cleared through this 
ing Bureau. All requests must give definite 
and approximate hour of arrival and 1 
and addresses of all persons who will o« 
rooms requested. 


All reservations will be confirmed if request ! 
ceived not later than March 20. 
USE THIS CONVENIE 


HOTEL RESERVATION FOR 
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Reservation Form 


the to se AAGP Housinc BUREAU 


CLIP — FILL OUT — AND MAIL TODAY! 


: Room 300, 61 Grove Street Please Make Reservations Noted Below: 
San Francisco 2, California 

contracts Single Room 

prior Choice Hotel Double Bedroom 

Choice Hotel Twin Bedroom 

4 ‘a ‘} Choice Hotel Parlor, bedroom suite. 

ir own |b Arrival at A.M P.M. 
Departure. at A.M. 

OF ALL OCCUPANTS: 

rough this Please bracket those sharing a room) ADDRESSES: 

definite 

ral and o 

10 will 00 


if request Check for $m payable to AAGP HousING BUREAU is enclosed. Please enclose a self-addressed, stamped envelope. 


MAIL CONFIRMATIQN TO BH (Name) 
sventt : (Please print or type) 
Address. 
City. 
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physicians for maximum 
fungicidal activity ... by ee 


patients for minimal messiness Mycotic leukorrhea 
@ Diabetic vulvitis 
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Gentian Violet Supprettes provide rapid relief from itch- ° Pruritus vulvae 


ing, burning, and discharge without irritation to vaginal She “Eedemse” Bese 
membranes. Effective even in resistant cases of monilial Makes the Difference 
vaginitis. Messiness and cost are less than with other Contains no oils or fatty materials. Con- 


gentian violet preparations. sists of water-soluble Carbowaxes* with 
active dispersal agent. Mixes completely 


with vaginal and cervical fluids to assure 
Composition: Each Supprette contains gentian violet tale Wide of 


0.2%, lactic acid 0.3%, and acetic acid 1.0%. wall. 
Supplied: In jars of 12. *Trademerk U.C.C. 


GENTIAN VIOLET SUPPRETTES 


NO REFRIGERATION NECESSARY °* Samples on Request 
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THE COUNTRY NEEDS “a minimum of 14 and as many as 
20 new medica! schools . . . if the existing number of 
physicians per 100,000 population is not to fall. To 
meet this need construction would have to begin in the 
immediate future and be completed within a few years.” 

So states a report entitled, “The Advancement of 
Medical Research and Education Through the Depart- 
ment of Health, Education and Welfare,” published 
early last summer. Recent events lead Washington 
observers to believe that the Administration has, to a 
large extent, accepted this recommendation and that it 
will push strongly for some form of federal aid to medi- 
cal education in the next Congress. 

The report is the result of a ten-month study made 
by a group of consultants appointed by former HEW 
Secretary Marion B. Folsom. Dr. Stanhope Bayne- 
Jones, former dean of the Yale School of Medicine, was 
chairman of the committee. 

Other members, all prominent in medicine, education 
or industry, were: Dr. George Packer Berry, dean, 
Harvard Medical School; Thomas P. Carney, Ph.D., 
vice president for research and development, Eli Lilly 
and Co.; Dr. Lowell T. Coggeshall, dean, division of 
biologic sciences, University of Chicago and former 
special HEW assistant; Fred Farrington Cole, Ph.D., 
academic vice president, Tulane University; Samuel 
Lenher, Ph.D., vice president, E.I. du Pont de Ne- 
mours and Co.; Dr. Irvine H. Page, director of re- 
search, Cleveland Clinic Foundation; Robert C. Swain, 
Ph.D., vice president in charge of research and devel- 
opment, American Cyanamid Co.; Dr. Stafford L. 
Warren, dean, School of Medicine, UCLA and James 
Edwia Webb, president, Republic Supply Company 
and former Bureau of the Budget director. 


Mus? Maintain Doctor Ratio 


Primarily concerned with medical research, the com- 
mittee reached its conclusion on medical schools in the 
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The AMA Washington Report highlights 

legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


following manner: The present ratio of 132 physicians 
per 100,000 population must not be allowed to fall. 
“To maintain this ratio, the output of physicians 
would have to expand by 1970 to 8,790 a year from 
domestic schools, plus another 750 from foreign schools. 
This compares with the production of 6,800 physicians 
in 1956. The domestic output would have to rise by 
1,900 per year by 1970.” 

It is expected that approximately 700 of the needed 
physicians could be obtained by increasing the num- 
ber of two-year schools so as to better utilize clinical 
facilities at existing four-year schools, and by shifting 
the teaching responsibilities between the university 
and the medical school so as to reduce the time re- 
quired to train physicians. Since the average medical 
school produces about 90 physicians a year, 14 to 20 
schools will be needed to obtain the additional 1,200 
physicians. 

The report estimates the cost of the program will be 
between $500 million and $1 billion. 


Administration for Action 


The Administration’s concern with the subject is 
reflected by the fact that at his first press conference 
the new Secretary of HEW, Arthur S. Flemming, gave 
assurances that the Bayne-Jones report would “not 
be put on the shelf to gather dust.” He went on to say 
that estimates for implementing the recommendations 
would be included in the HEW budget estimates 
scheduled to be completed this month. 

This was followed a few weeks later by the disclosure 
of the establishment of an advisory committee to the 
Public Health Service on medical education. Surgeon 
General Leroy Burney explained at the recent meeting 
of the American College of Surgeons that the com- 
mittee would be composed of national leaders in medi- 
cine, education and public affairs. 

They would “appraise the existing data, plans and 
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proposals concerned with our medical schools and the 
nation’s need for physicians; to sift out the areas of 
agreement and the areas that require further study, 
and to recommend the action which all groups must 
take to achieve reasonable and acceptable goals in the 
next decade.” 

Dr. Burney said he would especially like to have the 
advice of such a group as to the proper role of the 
Public Health Service and the next steps that agency 
should take to meet the nation’s needs. 

Drawing heavily from the Bayne-Jones report, the 
Surgeon General stated, “I do not predict that the 
goals established by the consultants will be fully 
achieved in the time specified, but I do see an urgent 
need for the same kind of bold and imaginative planning 
for medical education. If only a portion of the medical 
research goal is achieved in the next decade, the needs 
for health manpower will increase.” 

Dr. Burney went on to say: “The central imperative 
of these observations is that the nation must plan and 
act as a nation in the development of health manpower. 
In the complex society of today, in a period of world 
crisis, health and educational services can no more be 
left to chance or exclusively to local initiative than can 
the development of heavy industry, consumer goods, 
transportation, public utilities and national defense.” 


What Kind of Legislation? 


In view of the report, and the attitude of Mr. Flem- 
ming and Dr. Burney, what kind of legislation can be 
anticipated to implement the program? 

Naturally, at this stage it is difficult to predict. We 
can, however, get some idea from bills introduced in 
the last Congress. The Administration’s bill would have 
provided a five-year program of grants for the con- 
struction of teaching and research facilities at medical, 
dental, public health and osteopathic schools. Its total 
cost would have been $225 million, including $30 mil- 
lion earmarked for dental facilities. The bill did not 
earmark specific funds for either teaching or research 
facilities. A federal grant to any school could not ex- 
ceed 50 per cent of the cost of construction. 

Under the Democratic bills, $60 million a year for a 
five-year period would have been available. The grant 
formula was far more detailed than the Administra- 
tion’s. An existing school wishing to expand, remodel 
or purchase new equipment could receive up to 50 per 
cent of the cost of construction. If it gave assurances 
that it would increase its freshman enrollment by 5 
per cent, the grant could be up to 6624 per cent. 
Grants for the construction of new medical schools 
could also be up to 6624 per cent. However, no grant 
to a medical school could exceed $3 million. (The 


GP December 1958 


Bayne-Jones report estimates the cost of a medical 
school to be between $35 and $50 million.) Further, 
not more than 20 per cent of the grant could be allo- 
cated to the school’s permanent endowment for main- 
tenance of the new facility. 

Both bills would have limited funds to public or non- 
profit schools and provided for advisory councils. Both 
bills also contained provisions aimed at prohibiting any 
interference with the curricula or administration of 
schools by any federal official. 


AMA's Position?? 


What will the AMA’s position be on a proposal to 
carry out the recommendations of the Bayne-Jones 
report? Here again it is difficult to say. To a large ex- 
tent it will depend on the details of the bill. But some 
idea can be obtained by reviewing previous actions of 
the association. 

On June 13, 1951, the house of delegates adopted a 
resolution calling for: “A one-time federal grant-in-aid 
on a matching basis, based on the Hill-Burton Act 
formula, and administrative machinery, for construc- 
tion, equipment and renovation of physical plants 
of medical schools. No part of the funds shall be used 
in any manner for operational expenses or salaries.” 

Further, when the House Interstate and Foreign 
Commerce Committee announced it would hold panel- 
type rather than regular hearings, Dr. F. J. L. Blasin- 
game, the AMA’s executive vice president, advised 
the committee chairman in a letter that the association 
endorsed a one-time federal grant-in-aid on a match- 
ing basis. This position was based on the 1951 ac- 
tion taken by the house of delegates. The letter also 
contained three suggested changes. 


Three Suggested Changes 


The first dealt with the provision authorizing an 
increased grant to those schools that increased their 
freshman enrollments. 

Pointing out that the association had no position on 
the percentage of federal participation, Dr. Blasingame 
explained that offering this incentive may cause the 
schools to increase their enrollment more rapidly 
than is justified by their facilities, personnel and teach- 
ing material to the detriment of the future quality of 
medical education. He went on to say: ‘We are certain 
that schools capable of increasing enrollment will do 
so without prompting.” 

The second AMA suggestion was a recommendation 
that the advisory council be composed of six members 
selected from among leading medical authorities and 
that the public members include persons skilled in the 
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‘ever been on a “Ww hboiler Clambake” 


if youtike to have fun with food, try this recipe _ Take an old-fashioned washboiler or its equiv- 

handed down from the Ameri¢ap-tidians to the first alent and place a rack in the bottom over an 
colonial settlers —and now popular throughout inch or so of water. 

the country, Wheth<r it’s prepared on the beach, 

patio, in the backyard, or even in the Kitchen, 

: you'll have a bucket of fun. 


Place a layer of chowder clams on the rack. 


Cover the clams with a layer of seaweed, salt 
hay, or romaine lettuce leaves. 


‘Next make a layer of white or sweet potatoes. 


Cover these with chicken halves. 


Add another layer of lettuce (or seaweed, etc.) 
followed by ears of corn cleaned and stripped 
to the inner husks. 


Place lobsters (one apiece) on top of corn. 
Add another layer of lettuce (seaweed, etc.). 
On this, place steamer clams. Then cover with 
a tight-fitting lid, and cook for an hour or 
longer until done. 


Now unveil this gourmet’s treat and pass with 
plenty of butter. 
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"ye one who. may not have a “bucket 0 
indispensable lobsterman who goes out in all 

} ads of weather to haul the lobster pots. He’s a 
yime candidate for ‘‘weatheritis.” Symptoms? 
sal congestion and sinusitis. But these can be - 
galt with as easily on the rockbound New Eng 
ind Coast as on the windswept prairie or the fog 
anted Pacific Coast. Pharmacists everywhere 
ock TyZINE —a nasal decongestant for quick, 
ng-lasting action. Tyzine is bland, entirely free 


om taste or odor, with virtually no sting, burn, . 


rebound congestion. We suggest that you try 
wine in the appropriate dosage form for your 
atients’ nasal congestion due to colds or allergy. 
tthis time of year, in most of these United States, — 


ness 
NDS OF CHILDREN OF ALL 

0.1%, are not recomm 
se in.children under six years. When using Tyzine Nasal 
i bottle, it should be administered only in an 


pray and Tyzine Nasal 


broad aspects of engineering, education, finance and 
architecture. 

believe that a so composed would 
better assure the successful administration of the pro- 
gram,” Dr. Blasingame wrote. 

The third recommendation was that schools of osteo- 
pathy be eliminated from the definition of a medical 
school. The letter stated, “Osteopathy is not a part of 
medicine, but rather is a cult the tenets of which are 
based on unscientific principles. We, therefore, are 
opposed to the use of federal funds to aid schools 
which teach an unscientific and inferior system of 
health care.” 

Under a program now in effect, the U.S. distributes 
$30 million a year in matching grants to help medical 
schools and other institutions build and equip medical 
research facilities, but the funds may not be used for 
teaching facilities. 

Even with the Administration’s support and the 
association’s endorsement, federal aid to medical edu- 
cation continues to face a major obstacle—that it 
will get bogged down by a debate on an antidis- 
crimination provision. This concern was one of the 
chief reasons that a bill was not ‘reported out” in the 


85th Congress. 
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Key to Index Abbreviations 


ed Editorial 
info pl Information Please 
tip | Tips From Other Journals 
Scientific Article 


SUBJECT INDEX 


ABDOMEN 
acute abdomen, simulation of (tip), December, 
148 
masses, diagnosis by ultrasound (tip), November, 
p- 153 
ABORTION 
abortion, spontaneous: its causes and prevention 
*(Dill), September, p. 87 
insurance for the Mrs. (ed), November, p. 80 
AccipENTs: See also Burns; Wounds 
home, prevention of (Smith), October, p. 113 
Acne VULGARIS 
modern treatment, some concepts of *(Goldman), 
December, p. 98 
therapy, antibiotic (tip), October, p. 156 
treatment *(James & Tisserand), September, p. 131 
Apenovirus Vaccine (tip), July, p. 117 
ADRENAL GLANDS 
adrenocorticosteroids in infectious diseases (tip), 
November, p. 152 
AGING 
care of the aging (ed), August, p. 70 
fractures in the aged (tip), August, p. 128 
mind, the aging (ed). July, p. 70 
Ak TRAVEL 
helpful hint about flying (Smith), November, p. 110 
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Index to Volume Eighteen 


JULY, 1958 THROUGH DECEMBER, 1958 


ALLERGY 
and widened mediastinum (tip), July, p. 114 
diseases, allergic, methylprednisolone in (tip), 
July, p. 118 
AMERICAN ACADEMY OF GENERAL PRACTICE 
Profiles 
Lindsay, John P., October, p. 216 
Perkins, James M., September, p. 212 
Read, Paul S., August, p. 166 
Reports 
board of directors, annual report of chairman 
(Richardson), July, p. 125 
executive director, annual report (Cahal), Aug- 
ust, p. 135 
AMERICAN MEDICAL ASSOCIATION 
is AMA ailing? (ed), October, p. 69 
relations to UMW: Go! Stop! (ed), September, p. 72 
Ammonia INTOXICATION (tip), October, p. 151 
ANEMIA, HEMOLYTIC, acquired (info pl), August, p.133 
AneMiA, [Ron DEFICIENCY 
treatment, oral iron (tip), November, p. 152 
ANEMIA, PERNICIOUS 
erythrokinetics in (tip), September, p. 149 
ANEMIA, SICKLE CELL: See also Hemoglobinopathies 
spleen and sickle cell disease (tip), December, p. 150 
Aneurysm, Aortic: See Aorta 
Pecroris: See Arteries, Coronary 
Ant, Fire, VENoM (tip), November, p. 159 
ANURIA IN OBSTETRIC Patients, etiology and treatment 
of *(Nesbitt), July, p. 85 
AorTA, ABDOMINAL 
saddle embolism of (tip), August, p. 120 
AortTA, THORACIC 
aneurysm, traumatic saccular *(Katz), November, 
p. 147 
Aortic VALVE 
stenosis, unusual manifestations (tip), September, 
p- 152 
APPENDICITIS, ACUTE 
roentgen diagnosis of (tip), December, p. 157 
survey (tip), October, p. 157 
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under 4 years of age (tip), November, p. 157 
ARTERIES 


homografts, arterial, freeze-dry (tip), December, . 


p- 156 
ARTERIES, CORONARY 
angina pectoris, treatment with Dicumarol (tip), 
September, p. 151 
disease, exercise and (ed), September, p. 71 
disease, gallstones and (info pl), August, p. 134 
disease, treatment, surgical, myocardial revascular- 
ization (tip), October, p. 152 
laceration of a coronary artery (tip), November, 
p- 152 
myocardial infarction, cardiac size after (tip), 
December, p. 145 
syndrome, intermediate (tip), December, p. 153 
ARTERIES, PERIPHERAL: See also specific diseases 
aortoiliac thrombosis, chronic (tip), October, p. 149 
arteriosclerosis, diagnosis (tip), September, p. 147 
disease, surgical treatment with Teflon tubes (tip), 
November, p. 160 
insufficiency (tip), November, p. 155 
insufficiency, pathogenesis of *(Hussey), July, p. 95 
obliterative disease, surgical treatment (tip), No- 
vember, p. 156 
treatment, graft operations (tip), September, p. 141 
ARTERIES, PULMONARY 
congenital absence of *(Katz), July, p. 84 
ARTERIOSCLEROSIS: See also Arteries 
ACTH induced (tip), August, p. 126 
cholesterol biosynthesis, inhibition of (tip), Septem- 
ber, p. 145 
current attitudes about atherosclerosis *(Fredrick- 
son), October, p. 102 
ARTHRITIS, HYPERTROPHIC 
treatment of (info pl), August, p. 134 
ARTHRITIS, RUBELLA (tip), September, p. 148 
ARTHROPATHY, NEuROGENIC (info pl), August, p. 133 
ASCARIASIS 
ascaris ileus in children (tip), September, p. 153 
ASTHMA 
rib fractures in (tip), August, p. 129 
some considerations in the management, December, 
p. 128 


BACTEROIDES INFECTION 
a common infection commonly overlooked *(Miller), 
September, p. 111 
BCG VaccINE 
vaccination (info pl), October, p. 161 
vaccination, role of (tip), November, p. 154 
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See also Liver 
encephalopathy, prevention of (tip), September. 
p- 141 
encephalopathy, treatment (tip), September, p. 147 
BLADDER, URINARY ; 
cystitis, interstitial (Hunner’s ulcer) (tip), Novem- 
ber, p. 160 
residual urine volume, determination of (tip), 
December, p. 148 
retention, urinary, following abdominoperineal re- 
section (tip), December, p. 156 
BLoopD 
coagulability, influence of diet on (tip), October, 
p. 152 
erythropoietic hormone, pituitary (tip), August, 
p. 127 
hematologic disorders, advances in the management 
of *(Bethell), July, p. 97 
BLooD TRANSFUSION 
exchange transfusion, heparinized blood for (tip), 
November, p. 152 
of Rh-positive blood (info pl), September, p. 155 
reactions, prevention of (tip), July, p. 116 
Breast 
cancer (info pl), December, p. 139 
cancer, endocrine influences in (tip), September, 
p- 152 
cancer in young women (tip), December, p. 153 
measurement of estrogenic excretion after castra- 
tion (tip), October, p. 154 
x-ray survey of (tip), August, p. 122 
Broncuitis, Curonic, physiologic defects in (tip), 
December, p. 149 
BRONCHOGRAPHY 
survey of practices (tip), September, p. 142 
Broncuoscopy: See Bronchus 
BRONCHUS 
bronchodilator agents, comparison (tip), Septem- 
ber, p. 154 
carcinoma, bronchogenic, in young adults (tip), 
November, p. 148 
patent, x-ray sign of *(Katz), October, p. 132 
perforation during bronchoscopy (tip), November, 
p. 154 
BRUCELLOSIS 
a rare ‘common’ disease and a common ‘rare’ dis- 
ease: brucellosis and leptospirosis *(Miller), 
November, p. 115 
Burns 
excision of, early (tip), December, p. 152 


Cain Fever, suburban type (ed) (Blake), November, 
p- 73 
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Cancer: See also under organ or region affected 
anethia of (tip), August, p. 131 
cancer cells, implantation of (tip), August, p. 126 
drugs, anticancer, the search for (tip), July, p. 121 
malignolipin—an ingredient of malignant tumors 
(tip), September, p. 153 
pain of malignant disease, treatment (tip), July, 
p- 116 
Carson Monoxipe Porsoninc, the skin in (tip), 
December, p. 147 
CaROTENEMIA, classification of (tip), September, p. 152 
CasuatTies, Mass, surgical management of (tip), 
October, p. 158 
Cave Expiorers, medical hazards to *(Halliday), 
July, p. 80 
Cetts, MAMMALIAN, preservation of (tip), December, 
p- 145 
CHALLENGE WITHIN, the (ed), December, p. 87 
CHANCES ARE 
in cholelithiasis (Smith), November, p. 129 
in chronic pancreatitis (Smith), December, p. 111 
in malignant lesions of the skin (Smith), November, 
97 
in psoriasis (Smith), July, p. 111 
prostatism (Smith), October, p. 147 
Cuarcor Joint: See Arthropathy, Neurogenic 
CHICKENPOX 
varicella in the newborn (tip), December, p. 146 
CHILDREN: See also Infants 
growth, genetic influences (tip), August, p. 131 
heart disease in school children (tip), November, 
p. 155 
pediatric aspects of medical practice, November, 
p- 183 
skull fractures (parietal bone) (tip), November, 
p. 150 
Cuina, MepicaL Arp 
oil for the labs of China (ed), September, p. 69 
CHLOROTHIAZIDE (tip), November, p. 156 
Cuotecystiris: See Gallbladder 
See Gallbladder 
CHOLESTEROL, SERUM 
biosynthesis, inhibition of (tip), September, p. 145 
Cuostocuonpritis (Tietze’s Syndrome) (tip), July, 
p- 112 
Curonic Intness: See Disease, Chronic 
CuvosTek (tip), October, p. 160 
CIRCUMCISION OF THE FEMALE *(McDonald), Septem- 
ber, p. 98 
CLAVICLE 
x-ray visualization, a technique for *(Siegel), Octo- 
ber, p. 107 
CLIMACTERIC, FEMALE 
menopause, treatment of (info pl), August, p. 134 
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postoperative (info pl), September, p. 156 
CLINICOPATHOLOGIC CONFERENCE, July, p. 93 
Cotps, ComMon 

experiments with (tip), December, p. 157 

treatment, antibiotics in small doses (tip), July, 

p- 120 

Coton 

adenomas, villous (tip), August, p. 130 

melanosis coli (tip), November, p. 155 
Coma 

neurologic study in cases of stupor and coma 

*(Thomas), October, p. 87 

Consunctiva, dermoid of (info pl), November, p. 165 
CONSTIPATION 

generalist looks at *(Henrickson), October, p. 128 
Cortisone: See Adrenal Glands 
Coxsackie Virus, meningitis due to (tip), July, p. 113 
CRETINISM, studies on *(Federman), October, p. 114 
CYCLOPROPANE ANESTHESIA (tip), October, p. 152 
Cystitis, See Bladder, Urinary 


De.iniuM TREMENS, serum transaminase in (tip), 
December, p. 148 
DepeNnDENTsS Mepicat Care: See Medicare 
Dermatitis, ATOPIC 
importance of allergy studies in allergic eczema 
(atopic dermatitis) *(Tuft), November, p. 111 
Dermatitis HerPetirormis (tip), August, p. 122 
Dermor or Consunctiva (info pl), November, p. 165 
Mettirus: See also Glycosuria 
a challenge to the general practitioner *(Chapman), 
September, p. 117 
treatment, tolbutamide (info pl), September, p. 156 
D1acnosis 
man and machines (ed), July, p. 69 
D1aTHERMY, use of (info pl), October, p. 162 
Dicrratis 
how to explain to patients about digitalization 
*(Carmichael), September, p. 129 
Disasiiry Evatuation, the doctor’s role in *(Price), 
October, p. 108 
Disease, CHRONIC 
principles and objectives in the comprehensive care 
of the chronically ill *(Rogers), December, p. 112 
DivinG 
_ skin diving, more on *(Martins), November, p. 120 
Drucs, ANTIBACTERIAL (info pl), October, p. 162 


Ear 
infection, fungus (info pl), December, p. 139 
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surgery, recent advances in *(Heck), August, p. 94 
Economics, MEDICAL 
new plans needed (ed), August, p. 71 
Eczema: See Dermatitis, Atopic 
Epucation, MEDICAL 
graduate education for the general practitioner of 
the future (ed) (Rittelmeyer), October, p. 73 
pediatric education (ed), December, p. 85 
EMPHYSEMA, PULMONARY 
treatment (tip), September, p. 148 
ENnDocriInE GLANDS 
hyperfunction, mechanism of (tip), October, p. 156 
Enrertris, REGIONAL 
treatment of (tip), July, p. 122 
EpmLepsy 
Jacksonian seizures in childhood (tip), October, 
p. 148 
treatment, acetazolamide (tip), December, p. 149 
ERYTHROBLASTOSIS FETALIS 
encephalopathy, bilirubin, prevention of (tip), Sep- 
tember, p. 141 
Eryruropotksis: See Blood 
EsopHaGus 
reconstruction with colon segments (tip), August, p. 
120 
tuberculosis of (tip), September, p. 140 
Estate, PLanninG Youn (Caplan), September, p. 168 
ETIQUETTE, a problem of (info pl), September, p. 155 
EVOLUTION 
man in evolution (ed), August, p. 73 
prospects for the future (tip), July, p. 122 
EYE 
problem eye cases, the family doctor and *(Mc- 
Cannell), December, p. 94 
Eye Drops, steroid (tip), October, p. 156 
EyYe.ips, twitching (info pl), November, p. 165 


Facts and figures (ed), December, p. 84 
Famity ProsieMs, a clinical method for solution 
*(Dersch, Wildman & Kelly), September, p. 75 
Feet, flat (info pl), November, p. 165 
FEVER 
undetermined origin: clinical notes on blind therapy 
and aimless laboratory testing *(Flippin), Sep- 
tember, p. 105 
F.uws, Bopy 
imbalance, therapy of *(Snively & Sweeney), Au- 
gust, p. 74 
FLUORIDATION OF WarTER: See Water 
Fivorie, the remarkable ability of bone tissue to store 
*(Helmholz), December, p. 103 
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p- 157 
FRACTURES 
in the aged (tip), August, p. 128 


GALLBLADDER 
cholecystitis, acute, common duct exploration in 
(tip), November, p. 149 
gallstones and coronary artery disease (info pl), 
August, p. 134 
See Gallbladder 
Gattop Ruytxm (tip), September, p. 149 
GaSTRECTOMY 
absorption of vitamin Bj after subtotal (tip), Octo- 
ber, p. 153 
total, outcome (tip), October, p. 150 
GASTROINTESTINAL TRACT 
bleeding, minute (tip), October, p. 158 
fat and nitrogen absorption with the stomach ex- 
cluded (tip), December, p. 144 
hemorrhage, upper (tip), July, p. 115 
hemorrhage, upper, in cirrhotic patients (tip), 
August, p. 128 
hemorrhage, upper, massive postoperative (tip), 
October, p. 155 
mucosal marking with dye (tip). October, p. 150 
Gastroscory: See Stomach 
GENERAL PRACTICE 
versus specialization (ed), August, p. 70 
German See Rubella 
GLOMERULONEPHRITIS, ACUTE 
complications of (tip), July, p. 114 
GLUCAGON in insulin reactions (tip), August, p. 122 
GLycoGEN STorAGE DiskEasE (tip), October, p. 148 
GLYCOSURIA 
“nondiabetic” glycosuria, significance of (tip), Sep- 
tember, p. 146 
induced by cobalt (tip), July, p. 118 
Gorrer, NODULAR 
diagnosis and treatment with radioactive iodine 
*(Beierwaltes), August, p. 111 
GP Quiz, July, p. 90 
GrowtH Hormon: (info pl), October, p. 162 


Hair Spray, reaction to (tip), August, p. 121 
HEADACHE 
histamine (tip), October, p. 152 
HEALTH AGENCIES, VOLUNTARY 
a problem unresolved (ed), October, p. 70 


GP Index to Volume XVIII, 1958 


ForanpD But: what it means to medicine, September, 
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voluntary health agencies vs. United Funds (ed). 
September, p. 70 
HeattH News Instirute 
kudos (ed), July, p. 71 
Heart: See also specific valve lesions 
Arrhythmias 
after pulmonary resection, prevention of (tip), 
August, p. 124 
atrial fibrillation, drugs in (tip), December, p. 154 
heart block, complete, control of (tip), November, 
p. 160 
management of the cardiac arrhythmias *(Rey- 
nolds & Johnston), November, p. 130 
Disease, congenital 
cyanotic, November, p. 92 
electrocardiograms in (tip), November, p. 162 
tetralogy of Fallot, surgical treatment (tip), 
November, p. 158 
Disease, due to obesity (tip), November, p. 161 
Disease in school children (tip), November, p. 155 
Disease, rheumatic, prognosis in (tip), July, p. 118 
Disease, terminology, precision in (ed) (McKusick), 
July, p. 73 
Injuries (tip), August, p. 127 
Interventricular septum, defect, acquired (tip), July, 
p- 122 
Murmurs, precordial, during pregnancy and lacta- 
tion (tip), December, p. 158 
Output, measurement, reliability of (tip), November, 
160 
HematInics, effect, placebo (info pl), November, p. 166 
HemaToiocy: See Blood 
HEMIPLEGIA 
infantile, treatment, hemispherectomy (tip), July, p. 
119 
HEMOGLOBINOPATHIES 


hemoglobin CS disease with osteomyelitis (tip), 


September, p. 150 
Hemopuitia in the female (tip), July, p. 114 
HEMORRHOIDECTOMY 
hemorrhage secondary to (tip), August, p. 127 
Hepatiris: See Liver 
HEPATOLENTICULAR DEGENERATION (Wilson’s Disease) 
treatment, penicillamine (tip), September, p. 151 
HERMAPHRODITISM 
pseudohermaphroditism (tip), September, p. 154 
true (tip), October, p. 148 
Hernia, Hiatus 
hiatus hernia, esophagitis and peptic ulcer, (tip), 
July, p. 122 
types and treatment *(Effler), October, p. 79 
Hernia, PARASTERNAL *(Katz), August, p. 109 
HirsuTisM 
in a young woman (info pl), August, p. 133 
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HIsropPLasMosis 
pulmonary, pathogenesis and manifestations (tip), 
August, p. 126 
review *(Furculow), October, p. 117 
Homocrafts, immunity to (tip), August, p. 132 
Hospirats 
management audits in hospitals also (ed), October, 
p. 69 
power of hospital trustees (ed), October, p. 72 
Hunner’s Utcer: See Bladder, Urinary 
Hyper.ireMia, Essential, dietary control of (tip), 
December, p. 144 
HYPERTENSION, ARTERIAL 
antihypertensive agents, the effect of diuretics on 
*(Ford, Bullock & Rochelle), December, p. 116 
obesity and (tip), October, p. 160 
HYPERTENSION, INTRACRANIAL, benign (tip), July, p. 
120 
HyporHosPuarasia (tip), July, p. 119 
Hysrerecromy: See Uterus 


IMMUNIZATION 
helpful hint about (Smith), September, p. 104 
vaccines, old (info pl), September, p. 155 

Income Tax, no (ed), July, p. 69 

INDUSTRIAL MEDICINE 
occupational hazards as a cause of disease, realistic 

approach to *(McGee), September, p. 100 

Inrants: See also Children 
diet, supplements to (tip), August, p. 130 
newborn, acid-base status of (tip), October, p. 157 
newborn, L.E. factor in (tip), October, p. 149 
newborn, narcotics withdrawal symptoms in (tip), 

September, p. 145 
varicella in the newborn (tip), December, p. 146 

INFECTION, common, commonly overlooked *(Miller), 
September, p. 111 

Inrecrious Diseases, adrenocorticosteroids in (tip), 
November, p. 152 

INFLUENZA 
mechanism of clinical features (tip), September, p. 

144 
review (ed), November, p. 81 

Insutin: See also Diabetes Mellitus 
reactions, glucagon in (tip), August, p. 122 

INSURANCE 
choosing your insurance (Eubanks), July, p. 128 
life insurance, the modern medical examiner for 

(Troum), December, p. 168 
medical, major (Lamme), November, p. 167 
INSURANCE FOR THE Mrs. (ed), November, p. 80 


| 


InsuRANCE, HEALTH 
the “Achilles Heel” of (Smith), October, p. 175 
INTERVERTEBRAL Disk SYNDROME 
diagnosis of a ruptured disk (tip), November, p. 156 
INVESTMENTS 
selecting (Holzheimer), August, p. 141 
Iprontazip (Marsilid), a warning about (ed), Septem- 
ber, p. 72 
Tron: See Anemia 


Kernicrerus: See Bilirubin Encephalopathy 
Kipneys: See also Urinary Tract and under specific 
disorders 
function, test (Howard test) (info pl), November, p. 
166 
function, test of concentrating power (tip), October, 
154 
injuries to (tip), December, p. 155 


Lasor Unions 
United Mine Workers Welfare and Retirement Fund 
actions of AMA: Go! Stop! (ed), September, p. 72 
paradox, a most peculiar (ed), July, p. 70 
Lactic DEHYDROGENASE 
spinal fluid activity (tip), August, p. 129 
LEPTOSPIROSIS 
a rare ‘common’ disease and a common ‘rare’ dis- 
ease: brucellosis and leptospirosis *(Miller), No- 
vember, p. 115 
LEUKEMIAS 
leukemia or leukemoid reaction (ed), December, p. 
84 
leukemia or leukemoid reaction: a problem in dif- 
ferential diagnosis *(McCurdy). December, p. 121 
treatment of leukemia *(Frei), November, p. 98 
Reaction: See Leukemias 
LiGATURE TECHNIQUES, hemostatic (tip), December, p. 
151 
LIvER 
amebiasis, hepatic (tip), July, p. 119 
cancer, a cause for polycythemia (tip), September, 
p- 150 
disease, ammonia intoxication in (tip), October, p. 
151 
function, intravenous fat and (tip), December, p. 
156 
function, steroids and hepatic excretory function 
(tip), September, p. 146 
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hepatitis, serum, prevention of (info pl), November, 
166 
Luncs 
cancer, cytologic studies in (tip), October, p. 149 
cancer, metastatic, surgical treatment (tip), Novei- 
ber, p. 149 
cancer, metastatic, surgical treatment of (tip), No- 
vember, p. 158 
cancer, smoking and (tip), July, p. 116 
Carcinoma: See also Bronchus 
carcinoma, combined therapy for (tip), August, p. 
121 
carcinoma, lobectomy for (tip), August, p. 120 
carcinoma, radical pneumonectomy for (tip), De- 
cember, p. 155 
encephalopathy in pulmonary disease (tip), De- 
cember, p. 144 
nodule, solitary (tip), December, p. 151 
septal lines (in chest film) *(Katz), September, p. 86 
steroids in pulmonary disease (tip), December, p. 
145 
Lupus ErYTHEMATOSUS, SYSTEMIC 
a relatively common clinical problem *(Rath & 
Scruggs), December, p. 88 
L.E. factor in the newborn (tip), October, p. 149 
LYMPHEDEMA 
arm (tip), August, p. 128 


MALIGNOLIPIN—an ingredient of malignant tumors 
(tip), September, p. 153 
MarsiLip: See Iproniazid 
MEDIASTINUM 
widened, allergy and (tip), July, p. 114 
MEDICAL JURISPRUDENCE 
how to prevent professional liability action, part 1 
(Stetler), September, p. 172 
how to prevent professional liability action, part 2 
(Morris), September, p. 176 
MEDICAL PRACTICE 
care of the patient *(Barrow), November, p. 108 
doctors see most patients in their offices (ed), 
August, p. 71 
how many patients per day? September, p. 159 
how to improve business management and human 
relations (Condit), November, p. 178 
I know a doctor (ed), November, p. 79 
improving your human relationships (Dichter), 
November, p. 173 
pediatric aspects, November, p. 183 
stress in the world: the individual and the doctor 
(Rusk), December, p. 163 
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MEDICARE 
in spring (ed), August, p. 69 
in fall (ed), November, p. 82 
MEDICOLEGAL: See Medical Jurisprudence 
Mzic’s SYNDROME (tip), September, p. 154 
MENINGITIS 
due to coxsackie virus (tip), July, p. 113 
susceptibility to (info pl), December, p. 140 
MENINGITIS, PoLYMORPHA (tip), August, p. 122 
MeNINGITIS, PSEUDOMONAS (tip), September, p. 150 
MENINGITIS, TUBERCULOUS 
calcification after (tip), November, p. 153 
treatment, short-term (tip), September, p. 154 
MENINGOENCEPHALITIS, Mumps (tip), July. p. 120 
Menopause: See Climacteric, Female 
Menrat Disorpers: See also Psychiatry 
how to refer a psychosomatic patient to a psychia- 
trist *(Carlson), December, p. 105 
interviewing with narcosis *(Stevenson), October, 
p. 133 
mind, the aging (ed), July, p. 70 
MePROBAMATE HasiruaTIon (tip), December, p. 149 
Mississipp1 ACADEMY OF GENERAL PRACTICE 
orchids to Mississippi (ed), September, p. 72 
MrrraL VALVE 
valvulotomy, complications of (tip), November, p. 
151 
MorPHINE, papaverine plus (tip), November, p. 162 
MouTH 
cancer, oral, progress in (tip), December, p. 158 
MuLTIPLe SCLEROSIS 
management of in general practice *{McMorrow), 
December, p. 126 
studies in (tip), December, p. 152 
MUSCLEs 
cramps, unexplained (info pl), July, p. 124 
MuscutaR Dystropny in sarcoidosis (tip), December, 
p- 157 
Myocarp1aL Infarction: See Arteries, Coronary 
MyocarDITIS 
toxoplasma (tip), September, p. 149 


Nakcosis, interviewing with *(Stevenson), October, p. 
133 
Narcotic ADDICTION 
the doctor, the nurse and narcotic addiction 
*(Bloomquist), November, p. 124 
NARCOTICS 
withdrawal symptoms in the newborn (tip), Sep- 
tember, p. 145 
NationaL DisEASE AND THERAPEUTIC INDEX 
morbidity and medical practice, July, p. 138 
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Nervous SysTEM 
poisoning, acute chemical, the nervous system in the 
treatment *(Aita), September, p. 91 
NEvuROLOGIC SYNDROME (Jacob-Creutzfeldt) (info pl), 
September, p. 156 
NEvus 
pigmented nevi and related lesions, a practical ap- 
proach to *(Pickering & Nickel), November, p. 84 
NrrrocEN Musrarp Errecr (tip), November, p. 162 
NorMat VOLUNTEER SuBJECcTS (tip), September, p. 150 
NosE 
polyps, nasal (tip), August, p. 129 
rhinoplasty, selection of patients for (tip), August, 
p- 132 
NursinG HoMEs 
improving facilities (Robins), August, p. 144 


OBESITY 
and hypertension (tip), October, p. 160 
heart disease due to (tip), November, p. 161 
treatment, slenderizing programs (info pl), Sep- 
tember, p. 156 
Ossretrics: See also Pregnancy 
anuria in obstetric patients, etiology and treatment 
of *(Nesbitt), July, p. 85 : 
barbiturates in (info pl), October, p. 161 
OccupaTionaL Hazarps: See Industrial Medicine 
OSTEOMYELITIS 
hemoglobin CS disease with (tip), September, p. 150 
OSTEOPATHY 
vis medicatrix naturae (ed), November, p. 81 
Ovary 
Meig’s syndrome (tip), September, p. 154 
test for function, simple—arborization of cervical 
mucus *(Forman), August, p. 86 
tumors (tip), July, p. 112 


PANCREAS 
carcinoma of body and tail (tip), October, p. 155 
disease, serum trypsin in (tip), October, p. 153 
disease, serum trypsin test (tip), September, p. 148 
pseudocyst (tip), November, p. 155 
PANCREATITIS 
chronic, neurotomy for pain from (tip), August, p. 
128 
PANNICULITIS, nonsuppurative nodular (Weber-Chris- 
tian’s disease) (info pl), November, p. 166 
PAPAVERINE plus morphine (tip), November, p. 162 
PARALYsIs AGITANS 
treatment of Parkinsonism *(Magee), October, p. 
139 
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PARAPLEGIA 
urologic complications in (tip), August, p. 130 
PARATHYROID GLANDS 
crisis, parathyroid (tip), December, p. 154 
tumors of (tip), August, p. 123 
ParteTaL Bone: See Skull 
PaRKINSONISM: See Paralysis Agitans 
Parotip GLAND 
tumors, mixed (tip), July, p. 117 
Patients, How To Exptain TO 
about digitalization *(Carmichael), September, p. 
129 
Pecrus Excavatum: See Sternum 
PEDIATRICS 
education, pediatric (ed), December, p. 85 
PENICILLIN 
blood levels, enhancement of (tip), September, p. 
154 
comparison of oral penicillin G and oral penicillin V 
(tip), December, p. 143 
oral preparations, blood levels from (tip), November, 
p. 153 
PENIS 
foreskin. redundant (info pl), November, p. 165 
Peptic ULCER 
anticholinergic drugs ineffective *(Wolf), Septem- 
ber, p. 116 
duodenal ulcer complicated by obstruction, results 
of medical treatment *(Grifone & Brown), 
September, p. 78 
duodenal ulcer, surgical treatment of (tip), October, 
p- 158 
gastric secretion and the liver (tip), August, p. 130 
massive postoperative hemorrhage (tip), October, p. 
155 
tuberculosis and (tip), November, p. 148 
PERICARDITIS 
toxoplasma (tip), September, p. 149 
transaminase in (tip), September, p. 149 
PertopontaL Diszase, the role of the physician in 
management *(Stoner), November, p. 102 
PERONEAL NERVE Paratysis (tip), November, p. 157 
PERSONALITIES (in the Medical News) 
Adkins, Bertha Sheppard, October, p. 34 
Ball, William Linwood, August, p. 34 
Beadle, George W., December, p. 36 
Bugbee, George, November, p. 38 
Darley, Ward, November, p. 38 
Durovic, Stevan, October, p. 35 
Flemming, Arthur S., July, p. 35 
Haldeman, Jack C., November, p. 39 
Krusen, Frank Hammond, August, p. 34 
Lederberg, Joshua, December, p. 37 
McKeown, Raymond M., September, p. 35 
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Nelson, Russell A., October, p. 34 
Pincus, Gregory, July, p. 34 
Robins, R.B., September, p. 34 
Rock, John, July, p. 34 
Tatum, E.L., December, p. 36 
Wergeland, Col. Floyd L., August, p. 35 
PHEOCHROMOCYTOMA 
diagnosis of (Smith), November, p. 100 
Prrurrary GLAND 
adenomas (tip), November, p. 156 
Praceso Errecr (Hematinics) (info pl), November, p. 
166 
PrEURA 
biopsy for diagnosis (tip), September, p. 143 
biopsy, needle, of the parietal pleura (tip), Decem- 
ber, p. 143 
PLEURAL EFFUSION 
in children (tip), August, p. 124 
some infrequently emphasized causes *(Katz), De- 
cember, p. 138 
PNEUMONIA, PNEUMOCOCCAL 
treatment, oral penicillin (tip), September, p. 142 
PNEUMONIA, STAPHYLOCOCCAL (tip), October, p. 155 
Porsonincs: See also under specific agents 
chemical, acute, the nervous system in the treat- 
ment *(Aita), September, p. 91 
POLIOMYELITIS 
bulbar, psychologic aspects of prolonged dysphagia 
following *(Brown, Hales & Bosma), August, p. 
103 
pathogenesis (tip), September, p. 151 
rib lesions in (tip), September, p. 140 
POLYCYTHEMIA 
cause for (cancer of liver) (tip), September, p. 150 
presenting symptom, the, October, p. 101 
PREGNANCY: See also Obstetrics 
fetus, effects of x-irradiation (tip), September, p. 146 
insurance for the Mrs. (ed), November, p. 80 
murmurs, precordial, during pregnancy and lacta- 
tion (tip), December, p. 158 
prenatal care: a classroom approach *(Allen), De- 
cember, p. 109 
propylthiouracii during (info pl), July, p. 123 
weight control in (info pl), December, p. 139 
PROGESTERONE, masculinizing effect of (tip), Septem- 
ber, p. 153 
Psoriasis of scalp (info pl), July, p. 123 
PsycuiaTry: See also Mental Disorders 
doctor’s dilemma (ed), August, p. 72 
Pustic RELATIONS 
in hoc signo vinces (ed), September, p. 72 
PUBLICATIONS, MEDICAL 
journals in microform (tip), September, p. 145 
perspectives (ed), September, p. 71 
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PuRPURA, THROMBOCYTOPENIC 
due to quinidine (tip), September, p. 153 


RaBiEs prophylaxis in man (tip), November, p. 159 
RADIATION SICKNESS 
exposure, radiation, hazards of (ed), September, 
p- 69 
fetus, effects of x-irradiation (tip), September, p. 146 
H-bomb testing, dangers of (ed), August, p. 72 
hazards of radiation (tip), September, p. 143 
roentgenography, radiation hazard in (tip), August. 
p- 123 
RADIOISOTOPES 
and the general physician *(Frohman), October, 
p. 75 
RayNAuUD’s DISEASE 
among females (tip), October, p. 151 
READING, speeding up your (Lamme), December, p. 
159 
RESEARCH 
medical research, federal support to (ed), July, p. 71 
soviet medical research (ed), October, p. 72 
soviet medicine and research (ed), December, p. 86 
ResPIRATORY SysTEM: See also specific organs and 
diseases 
viral diseases *(McCullough & Cramblett), Novem- 
ber, p. 93 
viral diseases, the laboratory diagnosis of *(Utz), 
November, p. 90 
Rh-Facror 
transfusion of Rh-positive blood (info pl), Septem- 
ber, p. 155 
Ruinoptasty: See Nose 
Ris Fractures in asthma (tip), August, p. 129 
RICKETS 
hypophosphatasia (tip), July, p. 119 
RUBELLA 
arthritis (tip), September, p. 148 


Sativary GLANDS 
mixed tumors, recurrent (tip), October, p. 160 
SARCOIDOSIS 
gastric, silent (tip), December, p. 151 
muscular dystrophy in (tip), December, p. 157 
sarcoidosis, birthplace, and pine pollen (ed), 
August, p. 70 
SCHIZOPHRENIA, toe walking and (tip), November, 
p. 162 


GP index to Volume XVIII, 1958 


ScrenTiFic SOPHISTICATION, stages of (ed), July, p. 71 
Sepsis, shock in (tip), November, p. 161 
SHOCK: see also Syncope 
in sepsis (tip), November, p. 161 
syndrome with Gram-negative bacteremia (tip), 
August, p. 131 
“SHORTAGE,” Docror, the (ed), August, p. 69 
Skin Gnrarrs, granulations, bacteria. and (tip), 
December, p. 150 
SKULL 
fractures of the parietal bone in children (tip), 
November, p. 150 
SMOKING 
lung cancer and (tip), July, p. 116 
Socta. Component of clinical medicine *(Phillips), 
October, p. 96 
Sociat Securtry Act: See also Forand Bill 
bubble, the bigger (ed), November, p. 79 
insurance and social security (ed), October, p. 71 
more benefits? October, p. 163 
SPECIALIZATION 
general practice versus (ed), August, p. 70 
SPEECH 
restoration of speech (info pl), October, p. 162 
SPONDYLITIS, RHEUMATOID 
breathing in (tip), July, p. 120 
SrapHytococcaL InrectTions: See also Pneumonia, 
Staphylococcal 
hospital staphs (ed), November, p. 82 
prevention and control in hospitals, September, p. 
127 
septicemia, staphylococcus albus (tip), December, 
p. 157 
STATESMAN, the medical (ed), September, p. 73 
STERNUM 
pectus excavatum (tip), November, p. 159 
STirF-MAN SYNDROME (tip), July, p. 114 
SroMacu: See also Peptic Ulcer 
carcinoma, infiltrating (tip), September, p. 150 
gastrectomy, partial, proportion of stomach re- 
moved (tip), December, p. 152 
gastroscopy and gastric biopsy (tip), November, 
p- 161 
sarcoidosis, silent (tip), December, p. 151 
ulcers, large, benign (tip), August, p. 125 
STREPTOCOCCAL INFECTION 
foodborne (tip), October, p. 153 
treatment of (info pl), July, p. 123 
SULFAMETHOXYPYRIDAZINE, toxicity of (tip), December, 
p- 147 
SuRGERY, ABDOMINAL 
gastrostomy tube suction in (tip), August, p. 130 
Syncope, prevention of (info pl), December. p. 139 


371 


> 
| 


SYPHILIS 
premarital tests for (ed), August, p. 73 
test for, false-positive (info pl), July, p. 124 


T 


TAXES 
planning your tax program, part 1 (Hirsch), 
October, p. 167 
planning your tax program, part 2 (Murphy), 
October, p. 171 
TEETH 
dental caries, heredity and (tip), December, p. 148 
TETANUS 
immunization (info pl), December, p. 140 
prevention in traumatized patients *(Stotzer), 
August, p. 100 
TETANY 
Chvostek sign (tip), October, p. 160 
THORAX 
intrathoracic smooth muscle hyperplasia (tip), 
December, p. 143 
pulsations in the chest (tip). December, p. 146 
‘THROMBOPHLEBITIS 
anticoagulant therapy of thromboembolism (tip), 
July, p. 113 
THuMB RECONSTRUCTION (tip), November, p. 150 
Tuymus GLAND 
functions (tip), July, p. 115 
Tuyrow Gianp: See also Goiter 
autotransplantation (tip), July, p. 121 
therapy, thyroid, in general practice *(Truman), 
July, p. 75 
TiETzE’s SYNDROME: See Costochondritis 
TONSILLECTOMY 
present status (tip), July, p. 114 
TOXOPLASMOSIS 
pericarditis and myocarditis (tip), September, p. 
149 
TRICHINOSIS, modifying (tip), November, p. 149 
TUBERCULOSIS, PULMONARY: See also BCG Vaccine and 
peptic ulcer (tip), November, p. 148 
“open negative” syndrome (tip), October, p. 150 
treatment, isoniazid alone (tip), September, p. 142 
treatment, pneumothorax (tip), September, p. 142 
treatment, streptovaricin (tip), September, p. 152 
treatment, surgical, refusal by patients (tip), August, 
p. 124 
x-ray changes under drug therapy (tip), July, p. 
117 


Utcrrs, Stasis: See Veins, Varicose 
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Uncie 
and left-handers (ed), November, p. 82 
on government help (ed), September, p. 71 


. Untrep Funps 


a problem unresolved (ed), October, p. 70 
united and independent funds (ed), December, p. 
83 
voluntary health agencies vs. united funds (ed), 
September, p. 70 
Unrrep Mine Workers: See Labor Unions 
UREMIA 
magnesium in (tip), July, p. 117 
magnesium, range of elevation (tip), July, p. 121 
URETERS 
catheterization, ureteral, urinary suppression after 
(tip), December, p. 147 
Urinary Tract: See also Kidneys 
urography, excretory, a study of (tip), August, p. 
121 
urologic complications in paraplegics (tip). August, 
p- 130 
URINE 
bacteriologic examination *(Berman & Reilly), 
October, p. 84 
culture technique (tip), October, p. 158 
Urocrapuy: See Urinary Tract 
UTERINE CERVIX 
cancer, detection by exfoliative cytology (tip), 
November, p. 156 
carcinoma of the cervical stump (tip), July, p. 116 
UTERus 
bleeding, uterine, dysfunctional (tip), December, 
p- 146 
cervix, the uterine *(Woodburn), October, p. 95 
vaginal hysterectomy (tip), October, p. 152 


Vaccines: See Immunization 
VaRIcELLA: See Chickenpox 
Veins, VARICOSE 
stasis ulcer, treatment of (tip), October, p. 160 
treatment, surgical, of varicose veins and _ stasis 
ulcers *(Lofgren), September, p. 120 
VENTRICULAR TACHYCARDIA: See also Heart, Arrhyth- 
mias 
treatment, diphenylhydantoin (Dilantin) (tip), 
September, p. 140 
Virat Disease, diagnosis of *(Smith), October, p. 106 


w 
Wart, Prantar (info pl), August, p. 133 
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WaTER 
fluoride-bearing water, supplementation of (tip), 
July, p. 115 
intoxication (tip), September, p. 148 
Weser-CuristTIAn’s Diszase: See Panniculitis 
Wounps: See also Accidents; Burns; and under 
specific organs 
healing, Dilantin and (tip), November, p. 158 
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TODAY 


The best hope of saving lives from cancer is early detection and 
prompt, proper treatment. Progress in the last ten years has already 
raised this life-saving rate from 1 in 4 to 1 in 3 as more and more 
people go to their doctors in time. 

But with present knowledge it is possible today to save 1 in 2 
cancer patients. Our two integrated programs are directed to meeting 
this challenge. 

Our professional education program offers doctors a variety of free 
services: literature... films...exhibits...slides, and other materials 
on latest advances in therapy and research. 

Our public education program urges people to see their doctors at 
the first sign of a danger signal, and to have annual health checkups 
no matter how well they may feel. 

The challenge will be met. As more and more doctors’ offices 
become ‘‘cancer detection centers,’’ and as more and more people 
see their doctors regularly, the closer will come the day when half of 
our cancer patients will be saved. The know-how for saving the remain- 
ing half is still being sought in research laboratories. Ultimately, that 
challenge, too, will be met. 


AMERICAN CANCER SOCIETY 
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steroid 


Kenalog safely and effectively provides for prompt symptomatic relief as well as control of many 
common dermatologic disorders.'” 


In double-blind tests in 309 patients comparing 0.1% Kenalog and 1.0% hydrocortisone, 
Kenalog exhibited superior anti-inflammatory, antiallergic and antipruritic activity. 


Hydro- 

Total Kenalog cortisone Neither ~ Equally 

Investigator Cases Superior Superior Effective Effective 
Goodman*® . 50 32 3 15 
Smith et al.* 109 75 3 3 28 
Fitzpatrick et al.5 120 61 5 54 
Lerner® 30 20 4 1 J 
309 188 15 4 102 


Kenalog is extremely well tolerated locally. No systemic toxicity has been observed in clinical 
studies, published and in progress, involving over’1,000 patients.'* Metabolic studies show that 
there is no electrolyte disturbance when Kenalog is applied topically.'*5 


1, Reports to the oa Institute for Medical Research. Supply 
c. Research Notes 1:5 (Oct.) 1958. Kenalog cream, 0.1% — 5 Gm. and 15 Gm. tubes. 

. man, J. J.; Kenalog lotion, 0.1% — 15 cc. plastic squeeze bottles. 
4. Smith, J. G.; oun R. J., and Blank, H.: Ibid. p. 6. 
5. Fitzpatrick, T.; Crowe, F. W., and Walker, S. A.: ibid. p. 12. Kenalog ointment, 0.1% — 5 Gm. and 15 Gm. tubes. 
6. Lerner, A. B.: ibid. p 
7. Robinson, R. C. V.: Bull, School of Med., U. Maryland 43:54 (July) 1958. 


9a-fluoro-16a, 17a 
-isopropylidene-dioxy 
- A-1-hydrocortisone 


Triamcinolone Acetonide 
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premenstrual tension 
responds very well to Compazine* 


e agitation and apprehension are promptly relieved 
. ¢ emotional stability is considerably improved 
e nervous tension and fatigue are greatly reduced 


° appetite and sleep patterns improve 


e depression often disappears 


For prophylaxis: “‘Compazine’ Spansulet capsules provide all-day or 
a all-night relief of anxiety with a single oral dose. Also available: Tablets, 
Ampuls, Multiple dose vials, Syrup and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


GP Volume XVIII, Number 6 GP 


é 
‘ 
‘ 
a 


| For your patient 
who complains of 


Excessive Gas—t 


CHOLINE 


Based upon the remarkable results obtained 
with ILOPAN (parenteral pantotheny] alco- 
hol, W-T, for the management of post-opera- 
tive distention due to flatus and feces), an oral 
form is now made available for ambulatory 
patients—ILOPAN-CHOLINE Tablets. And 
choline has been added as a precursor to all- 
important acetylcholine. 


Clinical results with ILOPAN-CHOLINE 
Tablets in ambulatory patients, ages 20 to 80 
years, have been surprisingly excellent .. . 90% 
effective according to three independent and 
separate clinical evaluations. 


Los Angeles 


TABLETS 


OMPOSITION: Each tablet con- 
= Ilopan (brand of d-panto- 
thenyl a 1) 5O mg., line 
bitartrate 25 mg. 


INDICATIONS: Gas retention in 
the atonic gastrointestinal tract of 
ambulatory patients, geriatric di- 

ive prob! complicated by 

tulence, laxative withdrawal. 

DOSAGE: Two tablets three times 
daily. Three tablets three times 
daily in severe cases. 


HOW SUPPLIED: Bottles of 100 
and 500. 


S22 = COLUMBUS 8, OHIO 
Dallas Chattanooga 
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THE WARREN-TEED PRODUCTS COMPANY 


Portland 
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To Reduce Parental Anxiety This 16-page 
booklet, “How To Be a Parent—and Like It,” 
points out that each young parent has a natural 
aptitude for parenthood, that the difficulties 
and demands of parenthood are universal, that 
every parent makes mistakes, and that parent- 
hood is learning by doing. It can serve to help 
reduce the anxieties and tensions of parent- 
hood and to enhance the patient-physician re- 
lationship. 


To Save Your Time As adjunct to verbal re- 
assurance, this booklet is intended to reduce 
the amount of time the physician must spend 


y “4 This advertisement conforms to 
the Code for Advertising of the 
Physicians’ Council for Informa- 
tion on Child Health. 


in repetition of basic advice on emotional de- 
velopment—and provides the mother with 
something she can refer to at home. 


No Advertising “How To Be a Parent—and 
Like It” contains no advertising and refers to 
no authority other than the physician who 
uses it. Its contents have been accepted as com- 
plying with the Code for Medical Writing of 
the Physicians’ Council for Information on 
Child Health. 


“How To Be a Parent—and Like It’ is avail- 
able to you for distribution to your patients, 
without charge from your Similac Repre- 
sentative, or upon request to: 


ROSS LABORATORIES 
Columbus 16, Obio 


GP Volume XVIII, Number 6 


= 
id # 
2: 
z 
i 
on 
3 8R-S-MJ19 


“FORMATRIX” contains three most essential bone 
building materials necessary for matrix formation, estro- 
gen, androgen and vitamin C. 


The estrogen component of “Formatrix” stimulates 
osteoblastic activity, thus aiding calcium and phos- 
phorus deposition; it also imparts a feeling of “well- 
being.” The anabolic action of methyltestosterone pro- 
motes the synthesis of protein and restores a positive 


“FORMATRIX” — each tablet contains: 


Conjugated estrogens equine (“Premarin”e)...... 
Methyltestosterone........... 


Ascorbic acid 


nitrogen balance. Together, these hormones have a 
greater effect on bone and protein metabolism than either 
alone, and side effects are minimized because of the 
opposing action of the two steroids on sex-linked tissues. 
Vitamin C plays an important role in formation of inter- 
cellular cement substance and amino acid synthesis. 
“Formatrix” has a large amount of vitamin C to aid in 
new bone matrix formation and to further help in the 
healing of fractures. 


10.0 mg. 


Dosage: 1 tablet a day — In the female, three weeks of treatment with a rest period of one week between 


courses is recommended. 
Supplied: Tablets, bottles of 60 and 500. 


EARLY POSTMENOPAUSE 
No x-ray evidence of bone lesion 


LATER POSTMENOPAUSE 


X-ray reveals compression fracture 
of lower vertebrae 


LITERATURE AVAILABLE ON REQUEST 


70 AND OVER 
X-ray reveals fracture of neck of femur 


TO RELIEVE LOW BACK PAIN—TO PROMOTE HEALING OF FRACTURES 


in osteoporosis 


for matrix formation 


(Brand of Steroid — Vitamin Combination) 


H | 
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For more certain ‘control of 


 DONNAGEL WITH NEOMYCIN 


Pectin (2 gr)... 
Dihydroxya 


use. when thea 


Bottles of 6 fl. 


sas tue to neom: cin-susceptible pathe 30 ce. (1 fl. 
effectively treated by the highly efficient in- 
whose other ingredients serve to control toxic, to neomycin be 
-Atibiotic component is not indicated. Hyescine hydrobromide mg. 


aii you were to examine these patients 


Company, Kalamazoo Michigan 


could you 
detect 
the asthmatic on 


* 
M Ss d rol P Probably not. Not without a history. 


First, because he’s more than likely symptom-free. 


Second, because he shows none of the disturbing changes in appearance, 
behavior or metabolism sometimes associated with corticotherapy. 


Even your practiced clinical eye would find it difficult 


to spot someone else’s Medrol patient. = 


Medrol 
But in your own patients, you could see the advantages * hits the disease, 


of Medrol right away. Why not try it? but eperes the 


RADEMARK, REG. U.S. PAT. OFF.— METHYLPREONISOLONE, UPJOHN 
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the hypertension 
and the psychic tension 


NOW... 
control both 
for fuller patient benefits 


When you prescribe EQUALYSEN for essential 
hypertension, your patient benefits from both 
objective and subjective relief. Through control of 
both vascular and emotional factors, EQUALYSEN 
lowers blood pressure, induces remission of hyper- 
tensive manifestations, relieves mental and muscu- 
lar tensions. The benefits of ganglionic blockade 
are increased by the concurrent relief of psychic 
stress, and dosage of the blocking agent may be 
reduced. in many patients. Your elderly hyper- 
tensive patient in particular will benefit from 
increased symptomatic relief afforded 
by EQUALYSEN. Tablets, vials of 50 Wijeth 
(200 mg. meprobamate, 20 mg. pen. 

tolinium tartrate). Philadelphia 1, a. 


UALYSEN 


Meprobamate and Pentolinium Tartrate, Wyeth 


lowers blood pressure and relieves emotional epihettins 


| 
GI 


| A CIBA Documentary Report | 


How clinicians evaluate 
the safety and effectiveness 


of RITALIN 


as a psychic stimulant 


CONDITIONS TREATED 


RESULTS 


COMMENTS ON SAFETY 


Depression accompanying chronic | ‘““The drug gave a pla- | “The side effects of Ritalin are 
illness and convalescence from | teau type of stimulation, | minimal.” “Thework showed that 
short-term illness; mild depression | smooth onset, with no | the drug had no effect on blood 
induced by life pressures; over- | euphoria ... The effect | pressure, the blood count, urine 
tranquilization. lasted about four hours, | or blood sugar, did not depress 
gave the patient a feeling | the appetite, and produced no 
of well-being .. .” tachycardia.”! 


Lethargy, fatigue and emotional | “For the entire 112 pa- | ‘‘No serious side reactions were 
depression secondary to chronic | tients 66 per cent showed | noted . . . In no case was it nec- 
illness in elderly patients; mild | marked improvements | essary to stop the drug. No evi- 
depression secondary to short- | [obvious drug effect and | dence of significant effect upon 
term illness. (Twenty-three “nor- | mood improvement] ...” | blood pressure or pulse has been 
mal,” healthy people also received found. This is particularly inter- 
the drug.) esting, since these side effects have 
been common with other mood 
elevating drugs. . 


Drug-induced psychophysiologic | “All except two [of 129] | “In no instance was there any 
depression; physiologic after- | patients responded to the | evidence of untoward effects.” 


effects of certain anesthetics; bar- | initial injection [of paren- | “... the very poor basic physical 
biturate intoxication; moribund | teral Ritalin] within 114 | condition of our patients in this 
states due to systemic infection. | to 15 minutes.” study, those associated with pro- 
(All patients were epileptic, found chronic brain damage, ac- 
mentally retarded and/or brain centuates the safety of parenteral 
damaged.) Ritalin .. 


DOSAGE: Oral: Dosage will depend upon indication © REFERENCES: 1. Natenshon, A. L.: Dis. Nerv. System 
and individual response. Many patients respond to = 17:392 (Dec.) 1956. 2. Landman, M. E., Preisig, R., and 
10 mg. b.id. or t.id. Others will require 20-mg. Perlman, M.: J. M. Soc. New Jersey 55:55 (Feb.) 1958. 
doses. In a few cases, 5-mg. doses will be adequate. Ss 
If inability to sleep is encountered, last dose should 
be given before 6 p.m. Parenteral: 10 to 30 mg., intra- 

venously or intramuscularly. RITALIN® hydrochlo- \ CIBA 
ride (methylphenidate hydrochloride CIBA) 


SUMMIT, N. J. 
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TRANQUILIZER 


OF CHOICE IN 
PEDIATRIC 
PRACTICE 


for ‘round-the-clock, sustained relief from 
tension symptoms—sleeplessness, irritabil- 
ity, apprehension, headache!—on q. 12 h. 
medication 


meprobamate (Miltown®) continuous release capsules 

Found “most useful and least toxic” in a 

pediatric study of four widely prescribed tran- 
quilizing and relaxing agents.! 

e acts uniformly, day and night 

e effective in reduced dosage 

e capsules may be opened and 

coated granules mixed with food 

exceptionally safe/extremely convenient 


1. Baird, H. W., III: A comparison of Meprospan (sustained action 
meprobamate capsule) with other tranquilizing and relaxing agents 
in children. Submitted for publication, 1958. Dosage: According to age. 


\ WALLACE LABORATORIES, New Brunswick, N. J. 


*TRADE-MARK 
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For dietary management of serum cholesterol... 


Mazola Corn 


...a@ natural food and the only readily avail- 
able vegetable oil made from golden corn 


..-Tich in important unsaturated fatty acids, 
contains 56% linoleic acid 


EASY AND PLEASANT PREFERRED 
TO ADMINISTER Nutrition 
recommend that from one-thir 
Mazola Corn Oil, a highly palat- > one-half of the total fat intake 
able natural food, can easily be should be of the unsaturated type, 
included as part of the everyday whenever serum choiesterol con- 
meals...simply and without seri- trol is a problem. The high con- 
ously disturbing the patient’s tent of important unsaturated 
usual eating habits. fatty acids in Mazola, plus its 
other desirable characteristics, 


EFFECTIVE make it the oil of choice. 


Extensive recent clinical findings UNMATCHED QUALITY 

now show that serum cholesterol A superlative cooking oil, a de- 
levels tend to be lower when an — 
adequate amount of Mazola Corn . . 
Oil is part of the daily meals... Massia com be eaten dally a8 8 


high levels are lowered ... normal 


levels remain normal. cooked, fried and baked foods. 


ower? 


° 


Please use this coupon for ordering: & 


- 
REVIEW Products Compa 
“ 17 Battery Place, Now ork 4, N. Y. : 

Unsaturated F ats * Please send me a free copy of your latest reference book, 4 
and Serum Cholestero "Unsaturated Fats and Serum Cholesterol.” 
A comprehensive review of recent research Name. 
current concepts. This book covers the following t_, 3 rs 
2. effect of different dietary fats on serum cholesterol City 
3. oe nature of the active components in vegetable oils. “e, Technical Pamphiet, "Facts about MAZOLA Corn Oil,” also available. 7 
4. Suggestions for practical diets. 2 *. Provides technical information on chemical and physical properties. . 
hese ial service for Physici: + by Cor Prod: Co.» Check here if you wish a copy of this pamphlet. 
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*The solubility of HYDEL1 
prednisolone 21-phosphate 
monosodium salt—is 675 mg. ce. 
over 2000 times more soluble th. 
prednisolone or hydrocortisone. — 


STERILE OPHTHALMIC SOLUTION 


NEO-HYDELTRASOL 


(prednisolone 21-phosphate with neomycin sulfate) 


times more soluble than prednisolone 


2 e free of any particulate matter capable of or 


injuring ocular tissues. hydrocortisone 


© uniformly higher effective levels of pred- 


nisolone. 
SUPPLIED: Sterile Ophthalmic Solution NEO-HYDELTRASOL 0.5% (with neomycin sulfate) 


and Sterile Ophthalmic Solution HYDELTRASOL 0.5%. tn 5 ce. and 2.5 cc. dropper vials. Also 
available as Ophthalmic Ointment NEO-HYDELTRASOL 0.25% (with neomycin sulfate) and 
Ophthalmic Ointment HYDELTRASOL 0.25%. tn 3.5 Gm. tubes. M E RC K S HARP & D 0 H M E 
HYDELTRASOL and NEQ-HYDELTRASOL are trade-marks cf Merck & Co., Inc. Division of MERCK & CO., INc., Philadelphia 1, Pa. 
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tate in water is 0.01 mg. cc. Sus- 


decisions were his business 


The first warning of mental or emotional disturbance 
may come when a patient suddenly becomes confused 
and irascible after a lifetime of calm, decisive thinking. 
But progression to a more serious condition is not inevi- 
table. The episode can often be aborted with early Pacatal 
therapy. 

Normal behavior usually follows soon after Pacatal ther- 
apy, yet the patient remains fully alert. The mood-lifting 
effect and the absence of sedative action distinguish 
Pacatal from other ataractics, and make this drug par- 
ticularly useful in office practice. 


Pacatal is well tolerated. Side effects are few and gener- 
ally mild. However, like all potent ataractic agents, 
Pacatal should be used with close supervision of the pa- 
tient. Average dosage is 25 mg. three or four times daily. 
Literature available. 

Supplied: 25 and 50 mg. tablets in bottles of 100 or 500. 
Available in 2 cc. ampuls (25 mg./cc.) for parenteral use. 


for normalization .. . not sedation 


brand of mepazine 


4 


danger signals in office practice 
: 


32 


SSIUM... 


400° .. PENTIDS* 400°. 


New convenient oral tablets ... PENTIDS “400”... 
Economical... where double strength Pentids is 
required for treatment of severe infections due to 
Staphylococcus ...Hemolytic Streptococcus... 
Pneumococcus. Also indicated for prevention of strep- 
tococcal -infections when there is a history of rheu- 
matic fever. PENTIDS “400”. . . Squibb Penicillin G 
Potassium 400,000 Unit Tablets (Buffered)... 
Dosage: 1 tablet t.i.d. without regard to meals... 
Supply: Scored tablets—bottles of 12 and 100. 


For common bacterial infections, prescribe PENTIDS 

. - 200,000 unit buffered Penicillin G Potassium 
Tablets . . . Dosage: 1 or 2 tablets t.i.d. without re- 
gard to meals . . . Supply: Scored tablets — bottles of 
12 and 100. 


PENTIOS® 18 SQUIB TRADEMARE 


Also available as... 
Pentids for Syrup... Orange-flavored, provides 
200,000 units Penicillin G Potassium per teaspoonful 
(5 cc.), 12 dose bottles... Pentids Capsules...each 
containing 200,000 units Penicillin G Potassium, bot- 
tles of 24 and 100... Pentids Soluble Tablets ... each 
containing 200,000 units Penicillin G Potassium, vials 
of 12 and bottles of 100...Pentids —Sulfas Tablets 
..@ach containing 200,000 units Penicillin G 
Potassium with triple sulfas, bottles of 30 and 100. 
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MORE EFFICIENT THAN 


PREDNI-STEROIDS 


TOTAL PATIENT’ THE 


ALONE 


ATARAXOID 


RAPY 


EFFECTIVELY 
CONTROLS anxiety. 
tension-induced exacer- 
bations and emotional 
factors through the safe 
tranquilizer and muscle- 
relaxant! effects of 
hydroxyzine. Potentiates 


the action of prednisolone, 


markedly improving 
degree of response, 
sometimes doubling 
dosage efficiency, and 
permitting lower 
dosages.*+ The unique 
anti-secretory action® 
of hydroxyzine also 
minimizes corticoid- 


induced gastric reactions. 


1. Hutcheon, D. E., et al.: 
Paper presented at Am. Soc. 


Pharmacol. & Exper. Therap., 


Nov. 8-10, 1956, French Lick, 
Ind. 


2. Johnston, T. G., and Cazort, 
A. G.: Clin. Rev. 1:17, 1958. 

8. Warter, P. J.: J. M. Soc. 
New Jersey 54:7, 1957. 

4. Individual Case Reports to 
Medical Dept., Pfizer 
Laboratories. 


5. Strub, I. H.: To be published. 


prednisolone-hydroxyzine 


SUPPLIED: 
ATARAXOID 5.0 


scored green tablets, 5.0 mg. 

ydroxyzine hydrochlori 
bottles of 30 and 100. 


ATARAXOID 2.5 


scored blue tablets, 2.5 mg. 
ydroxyzine hydrochlori 
ttles of 30 and 100. 


ATARAXOID 1.0 


scored orchid tablets, 1.0 mg. 
10 mg. 

ydroxyzine hydrochloride, 
bottles of 100.” 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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A versatile, well-balanced formula for treating common 
upper respiratory infections, particularly during respira- 
tory epidemics; when bacterial complications are ob- 
served or are likely; when patient's history is positive 
for recurrent otitic, pulmonary, nephritic, or rheumatic 
involvement. 


Cuecxks Symptoms: Includes traditional components for 
rapid relief of the traditional nonspecific nasopharyn- 
gitis, symptoms of malaise, chilly sensations, inconstant 
low-grade fever, headache, muscular pain, pharyngeal 
and nasal discharge. 


Available on prescription only. 


Adult dosage for AcHRocipIN Tablets and new caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 


prevents 


Geterie) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


TABLETS (sugar coated) 
Each Tablet contains: 


ACHROMYCIN® Tetracycline 


Bottles of 24 and 100. 


SYRUP (lemon-lime flavored) 
Each teaspoonful (5 cc.) contains: 


ACHROMYCIN® Tetracycline 

equivalent to tetracycline HC ........................ 125 mg. 
Salicylamide ....... 
Ascorbic Acid (C) .... 
Pyrilamine Maleate .. 
Methylparaben ....... 


Bottle of 4 oz. 
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Clinically proven bactericidal antibiotic providing: 


® Wide antimicrobial range...even against 
many heretofore resistant organigms - 
e Rapid effect 
3 e High serum levels 
— ‘‘ledves the icast for the host to do’*. 
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Indications: Indications for 
KantTREx include infections due 
to kanamycin-susceptible organ- 
isms, even many of those resistant to 
other antibiotics: 
Respiratory tract infections: Tracheitis, 
bronchitis, pneumonitis, bronchopneumo- 
nia, lung abscess, pleuritis, empyema, and 
I hiectasi 


Urinary tract infections: Acute and chronic 
pyelonephritis, and cystitis. 
Soft tissue infections: Wound infections, 
abscesses, cellulitis. 
Blood stream infections. 
Osteomyelitis. 


Dosage: Adults: Average daily intramuscular dose 

1 to 2 Gm. in 2 to 4 equally divided doses. 

Children: Average daily intramuscular dose 15 to 
30 mg. per Kg. in 2 to 4 equally divided doses. 


rae ETES. 


Precaution: 
55 6 2 Skin eruptions and signs of renal 
irritation (which disappeared on 
trot § cessation of therapy) have been oc- 
casionally noted. In a few cases, signs 
Soft injections 15 4 of eighth nerve dysfunction (tinnitus, 
: vertigo, loss of hearing) have been ob- 
served: (1) in patients with pre-existing 


renal insufficiency, (2) in patients receiving 
18 Gm. or more of KANTREX, and (3) in pa- 
tients over 45 years of age. Animal studies 
indicate that KANTREx has less auditory toxic 


Gow, ss. 15 


&, 
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Supply: Available in rubber-capped vials as a 
ready-to-use sterile aqueous solution in two concen- 
trations (stable at room temperature indefinitely) : 


KANTREX (kanamycin sulfate) 0.5 Gm. in 2 ml. volume. 
KANTREX (kanamycin sulfate) 1.0 Gm. in 3 ml. volume. 


Kantrex Sensitivity Discs and comprehensive 
literature available on request. 


References: \. Bunn, P., Baltch, A., and Krajnyak, O., State Uni- 
versity of New York Upstate Medical School, Syracuse, N.Y.: Annals 
N.Y. Acad. Sci. In press. 2. Cronk, G. A., and Naumann, D. E., 
Dept. of Health and Preventive Medicine, Syracuse University, Syra- 
cuse, N. Y. Ibid. 3. Davies, F. G., Marcy State Hospital, Marcy, N.Y. 
Ibid. 4. Dube, A. H., Edward S. Van Duyn Memorial County Hos- 
pital, N.Y. Ibid. 5. M., Winfield, 

Aronsohn, R. B., Hewitt, W. L., and Guze, L. B., University of Cali- 
fornia Medical School, Los Angeles, Calif. Ibid. 6. Greey, P. H., and 
Wightman, K. J. R., University of Toronto, Toronto, Can. /bid. 
7. Herrold, R. D., and Karabatsos, N., College of Medicine, —_. 


* ‘ sity of Illinois, Chicago. Ibid. 8. High, ’R. H., Sarria, A., and Hua: 
0 ‘em ple University of Medicine, Philadelphia, Ibid. 
LAB RA + NC chikawa, ical Faculty, University o! yo, Tokyo, Japan. 
° TORIES | as Ibid, 10. Katz, S., District of Columbia General Hospital, Washing- 
SYRACUSE, NEW YORK ton, D.C.: Personal 1. A, M., Koota, 


G. M., and Schweinburg, F. B., _ a, Medical “School, ‘Boston: 
Annals N.Y. Acad. Sci. In press. 12. Ruiz Sanchez, F., and Ruiz 
Sanchez, A., University of Guadalajara, Jalisco, Mexico. Ibid. 
13. White, A., and Knight, V., School of Medicine, Vanderbilt Uni- 
versity, Nashville, Tenn. /bid. 14. Yow, E. M., and Monzon, O. T., 
Baylor University College of Medicine, Houston, Tex. Ibid. 15. Yow, 
M. E., and Womack, G. K., Baylor University College of Medicine, 
Houston, Tex. Ibid. 
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ELIXIR / DROPS 


.. pediatric antipyretic-analgesic... 


Used alone or as a vehicle, 7y/eno/ is a valuable 
therapeutic adjunct in upper respiratory infections, 
exanthems and the many other pediatric conditions 
accompanied by pain and fever. 

Tylenol Elixir or Tylenol Drops promptly reduce 
fever and pain...help young patients (and their mothers) 
weather the stress of childhood illness. 

= Safe, prompt-acting = Palatable, easy to administer 
= Compatible with most antibiotic and sulfonamide medications 


Jor easy administration to all age groups: 
Tylenol Elixir—120 mg. (2 gr.) per 5 cc.; bottles. of 4 and 12 fl. oz. 


Tylenol Drops—60 mg. (1 gr.) per 0.6 cc.; 15 cc. bottles with 
calibrated plastic dropper. Mc N E I L 


1. Cornely, D. A., and Ritter, J. A.: J.A.M.A. 160:1219-1221 (Apr. 7) 1956. CReNtEn LamReEneran, ine. 


Philadeiphia 32, Pa. 
2. Colgan, M. T., and Mintz, A. A.: J. Pediat. 50:552-555 (May) 1957. 
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Carnation Company announces 


a new ready-prepared infant formula 


based on the medical preference 
for evaporated milk 


Carnalac is Carnation Evaporated Milk with carbohydrate and Vitamin’D 
added. Diluted with water, Carnalac provides the typical 


Carnation Evaporated Milk formula, as usually prepared at home. 


EASY TO SPECIFY-JUST ADD WATER 
New convenience and time-saving for busy doctors and mothers 


NOW~2 WAYS TO SPECIFY CARNATION EVAPORATED MILK 


BOTH PROVIDE THE UNIFORM HIGH QUALITY AND 
PROVEN PERFORMANCE OF CARNATION EVAPORATED MILK 
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(symptoms: Pain, heartburn, nausea, eru: tion; 


diagnosis, x-ray: Chronic duodenal  :er),} 


(symptoms: Nausea, vomiting, epigastric so: oness; 


(symptoms: Gas, pain following meals; diagnosis, 


x-ray: duodenal! ulcer).f 


(symptoms: Epigastric pain; diagnosis, x-ray: 


Duodenal ulcer, acute and chronic).f 


in daily office practice 


These typical evaluations of Milpath by physicians 
in general practice have been chosen at random froma 


survey currently in progress. 
Case reports from, Wallace Laboratories’ Medical Files, 


WALLACE LABORATORIES 
4 New Brunswick, N. J. 
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for your ulcer patients 


*Miltown + anticholinergic 
promotes healing 
suppresses hypermotility and hypersecretion 
alleviates anxiety and tension 
with minimal side effects 


Increasing clinical evidence confirms the efficacy of Milpath in the management 
of peptic ulcer, spastic and irritable colon, gastric hypermotility, 
esophageal spasm, intestinal colic, G. I. symptoms of anxiety states. 
FORMULA: each scored tablet contains: meprobamate 400 mg., tridihexethyl iodide 25 mg. 
DOSAGE: 1 tablet t.i.d. with meals and 2 tablets at bedtime. 
Literature and samples on request. 


: 
+ 
3, 
= 
7 
a 


He bets 
on molecules 


When William Bruce searches for new molecular 
formations in drugs, he knows he often plays a 
game of chance with the unknown. Dr. Bruce is 
one of an army of ceaselessly exploring scientists in 
his section of the Research and Development 
Division of Wyeth. 


In these uncharted regions of organic synthesis, 
Dr. Bruce finds that compounds of great promise 
do not always result in clinical breakthroughs. 


Take the case of WY-1292. This was one of a 
group of selenium analogues of cystine synthesized 
by Bruce and his associates in an effort to develop 
an improved agent for leukemia. After a score of 
derivatives of the parent compound had been 
created and screened, clinical drawbacks were 
acknowledged. The process had consumed many 
man-hours of organized effort. Disappointment was 
natural. Antileukemic action had been successfully 
demonstrated, but leukemic cells were shown to 
acquire increasing resistance to the drug. So this 
is an agent you'll never see. 


Every research scientist has a dogged instinct to 
penetrate nature’s barriers. Dr. Bruce and his 
fellows at Wyeth are responsible for a constant flow 
of compounds, some of which represent victories 
in the obstetrics of research. These are the 

Wyeth drugs that, in your hands, 

permit improved care of patients. 


Wyeth 


Philadelphia 1, Pa. 


4 
aa 
he 
; 


as well-as subacute anc 
skin disecas Ses 


hen the d créam 
was présof hed for 
“patients presenting acute 
episodes of atopic dermatitis, 
contact dermatitis, psoriasis, 
“@hronic infectious maioid 
is. end bther eczéematous 
“achieve Srompt remigsions 


hy $6.2 Bostgrad. Med. 21,305, 


int ENT Hydrocortisone 0.5%, Neontyeln Gas ful and Specta: 


MAS, AND 1S PRESENT OR ANTICIPATED: fe. — 


ATTACKS IN 3 WAYS 
1. Provides rapid and high This combination 


sulfa concentration in the urine. sulfos 


provides a 2-prong 
attack on the infection 


2. Provides adequate sulfa ebuiiae 
blood levels in the infected effective low sulfa 
tissue not reached by the high 


sulfa concentration in the urine, rere 


3. Provides fast symptomatic (stuart brand of 
relief making the patient more Phenylazo-diaminopyridine HC!) 
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LEQERLE LABORATORIES, Division Of AMERICAN CYANANMID COMPANY, Pearl River, New Yor: pee 
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Greater comfort 


for postoperative 


and postpartum patients 


abdominal distention and urinary retention 
can often be prevented or promptly relieved 


— with less need for uncomfortable enemas and catheters 


Urecholine. 


(Bethanechol Chloride) 


‘Urecholine’ helps restore normal function after surgery and childbirth 
by increasing the muscular tone of the gastrointestinal and urinary 
tracts. Postoperative “gas” pains can frequently be prevented or 
promptly relieved—with less need for uncomfortable enemas, intuba- 
tion, and suction apparatus. Micturition is facilitated—without the 
discomfort and risk of infection inherent in catheterization. 

Administration and dosage: may be given prophylactically or 

therapeutically after surgery or childbirth. Usual oral dosage: 

10 to 30 mg. three or four times daily. Usual subcutaneous 

dosage: 5 mg. three or four times daily. 


Other indications: gastric atony and retention following vagotomy 
and other surgical procedures; chronic functional urinary 
retention due to atony without obstruction; megacolon, including 
congenital megacolon (Hirschsprung’s disease) ; certain cases of 
paralytic ileus; to counteract side effects of antihypertensive 
ganglionic blocking drugs. 


Supplied: 5 mg. and 10 mg. tablets, bottles of 100; 
l-cc. ampuls containing 5 mg. 
Urecholine is a trade-mark of MERCK & CO., Inc. 


D> MERCK SHARP & DOHME, pivision OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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specifically designed to meet 


the metabolic demands of convalescents 
and patients on long-term therapy 


new NOVO-BASIC 


Each capsule-shaped tablet of NOVO-BASIC supplies: 

Thiamine 
Nlacinamide PYTTTITTT 
Pyridoxine Hydrochloride. .........+. 
Calcium Pantothenate OMG 
Vitamin Biz Activity Concentrate — 
FONG AGE, 0.15 mg. 


Dosage: One or more tablets of NOVO- BASIC daily as indicated. 
Supply: Bottles of 60 and 180 capsule - shaped tablets. 


Squibb Quality — the Priceless Ingredient 
“NOVO-BASIC’ is a Squibb trademark. 


Squibb High Potency B-Complex with C for Maintenance 


NOVO-BASIC is designed to meet the daily metabolic 
demands of convalescents and those on long-term 
therapy for adequate supplies of B and C vitamins. 
These water-soluble vitamins are continuously being 
excreted and must continuously be replaced. NOVO-BASIC 
is also indicated in patients receiving prolonged 
diuretic therapy where vitamin loss can be excessive. 


Prescribing NOVO-BASIC is an effective and convenient 
means of assuring that your patient gets these highly 
important vitamins daily —and in the quantities é' 
he needs. And with Novo-BASICc your patient gets only ahi 
dietary quantities of folic acid. 
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sore throat 
in minutes 


New 


bactericidal fungicidal 
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infection 
cleared 
within 
72 hours 


Lozenges 


| anesthetic 


per 6 GP December 1958 


Combats oral infections... 
soothes irritated tissues 


Bradosol bromide is a new quaternary 
ammonium antiseptic of extremely low 
toxicity. Clinical trials have shown that 
Bradosol Lozenges are highly effective 
in the prevention and treatment of com- 
mon mouth and throat infections and 
irritations. “Strep. throat,” tonsillitis, 
pharyngitis, laryngitis, oral thrush— 
these are representative of the condi- 
tions in which clinicians report good to 
excellent results. And, since Bradosol 
Lozenges contain an effective topical 
anesthetic (benzocaine), patients report 
symptomatic relief within moments. 


Not antibiotic ... therefore, 
no antibiotic side effects 

Stomatitis and glossitis—commonly re- 
ported with certain antibiotic lozenges 
—do not occur. Resistance to Bradosol 
is not to be expected, nor is sensitization 
a clinical problem. Bradosol Lozenges 
act against most, if not all, of the com- 
mon invaders of the oral cavity. Even 
fungi, such as thrush-causing Candida 
albicans, are susceptible to Bradosol. 


Supplied: Lozenges, each containing 
1.5 mg. Bradosol bromide and 2.5 mg. 
benzocaine; packages of 24 in the con- 
venient “Flip-Top Box.” 

BRADOSOL® bromide (domiphen bromide CIBA) 
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Now-All cold symptoms 
can be controlled 


This new timed-release tablet provides: 


... the superior decongestant and antihistaminic 
action of Triaminic 

...non-xarcotic cough control as effective as with 
codeine, but without codeine’s drawbacks 


.».an expectorant to help the patient expel 
thickened mucus 


... the specific antipyretic and analgesic effect 
of well-tolerated APAP 


.--the prompt and prolonged activity of 
timed-release medication 


Each Tussacesic Tablet contains: Tussagesic timed-release tablets provide 


relief in minutes, which lasts for hours 


(phenylpropanolamine HCl. . . . 25 mg.; first—3 to 4 hours of 
pheniramine maleate ....... 12.5 mg.; trem the 
pyrilamine maleate ........ 12.5 mg.) outer layer 
Dormethan 
(brand of dextromethorphan HBr). . 30mg. 
reliet trom 
APAP (N-acetyl-p-aminophenol) . . . 325mg. 
‘I lable: Dosage: | tablet in the morning, mid-afternoon, 


and evening, if needed. Should be swallowed. 


whole to preserve the timed-release action. 


Tussagesic suspension 
In each 5 ml.: Triaminic, 25 mg.; Dormethan, 
15 mg.; terpin hydrate, 90 mg.; APAP, 120 mg. 


Suspension: Adults—1-2 tsp. every 3-4 hours; 
Children 6-12 years old—1 tsp. every 3-4 hours; 
Children under 6—dosage in proportion. 


*Contains TRIAMINIC noses &. and open stuffed noses orally 


SMITH-DORSEY * a division of The Wander Company * Lincoln, Nebraska + Peterborough, Canada 
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in over three years of clinical use 
in over 600 clinical studies 


FOR RELIEF OF ANXIETY 
AND MUSCLE TENSION 


Selective 


Does not interfere with autonomic function 
Does not impair mental efficiency, 
motor control, or normal behavior 

Has not produced hypotension, 
agranulocytosis or ont 


Su @ ws 400 mg. scored tablets, 200 mg. sugar Wil blets. 


WALLACE LABORATORIES, New Brunswick, N. J. 


6 
Cm-7705 


A survey of 1000 women revealed that psychic and psychosomatic factors 

are responsible for most symptoms of premenstrual tension. 

In a one-year placebo-controlled study,’ Miltown 

g relieved both emotional and physical symptoms in 78% of 42 patients. 

m was found “an [excellent] drug for repeated use, as in premenstrual 
tension.” 


Miltown causes no adverse effects on circulatory system, G.I. tract, 
respiration, mental faculties, motor control or normal behavior. 


Available in 400 mg. scored and 200 mg. sugar-coated tablets. Also available as MEPROSPAN* 
(200 mg. meprobamate continuous release capsules). 


1. Pennington, V. M.: Meprobamate e ® 
(Miltown) in premenstrual tension. 1 OW l } 
J-A.M.A. 164:638, June 8, 1957. 


meprobamate (Wallace) 


® 
WALLACE LABORATORIES, New Brunswick, N. J. 
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A notable advance in topical 
therapy of psoriasis: Keratin- 
dispersing action;’ stimulation of 
healing. 


Successful results to 
complete clearing obtained** 
in patients with: m= scalp-to-toe pso- 
riasis # psoriasis of many years’ 
duration # psoriasis involving ten- 
der areas. 


Treatment-fastness has not 
occurred 


Safety: Avoids potential hazards of 
other therapies—mercury, arsenic, 
corticosteroids, x-rays. 


A noteworthy advance cosmet- 
ically: Nongreasy, nonstaining; 


vanishes on application to the skin. 
May be used freely on the scalp. 


Application: Rub thoroughly 
into lesions 2 to 4 times daily. In 
cases of long duration, initial re- 
sponse may take several weeks. 
Often, in obstinate cases, hot baths 
before applications hasten response. 
Maintenance: Apply 2 or 3 times 
weekly, or daily if necessary. 


Formula: Allantoin 2% and special coal 
tar extract 5% in a lotion base. 


Supplied; Bottles of 8 fi. oz. 


(1) Flesch, P.: Reported Conf. N. Y. Academy 
Sciences May 9, 1958 (In Press). (2) Bleiberg, J., 
and Saltzman, A.: Clin. Med. 5:485 (Apr.) 
958. (3) Bleiberg, J.: Reported Conf. N. Y. Academy 
Sciences May 9, 1958 (In Press). (4) Clyman, 8. G.: 
Reported Conf. N. Y. Academy Sciences May 9, 
958 (In Press). (5) Samitz, M. H.: rt Sonf. 
N. ¥. Academy Sciences May 9, 1958 (In Press). 


a CARNRICK / Jersey City6,N.J. 
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250,000,000 cans 
produced with 
every care 

to merit use 

with confidence 


Dextri-Maltos? 
Powder, 


This golden can represents the 250,000,000th can of 
Dextri-Maltose produced. It symbolizes our apprecia- 
tion to the medical profession for their advancement of 
infant nutrition and care in the past half-century. And 
with it we rededicate ourselves to continuing provision 
of the products and services needed for physician- 
controlled infant feeding—both for “normal” babies and 
for those with special feeding problems. 


for your use in feeding “normal” babies... 

Lactum® (Modified milk formula, Mead Johnson —liquid/ 
“instant” powder). Made from whole milk and Dextri-Maltose. 
A “classic” modified milk formula, of the type used in feed- 
ing millions of babies. Dextri-Maltose® (Maltose-dextrins 
formula modifier, Mead Johnson—powder). “Professional” 
carbohydrate — designed specifically for use in infant 
formulas. 


Mead Johnson 


Symbol of service in medicine 
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WHY RISK DELAYED RECOVERY 
FROM | 


INFECTIONS 


Urinary tract infections, due to staphylococci or proteus (re- 
sistant or otherwise), may not respond to any antimicrobial 
agent except CATHOMYCIN (novobiocin). CATHOMYCIN has 
a long, established record* of effectiveness against organisms 
resistant to most other antibiotics. It may be administered in 
combination with sulfonamides or with other antibiotics, pro- 
viding a broad spectrum of action and protection against the 
emergence of resistant strains. 


Especially useful for those hard-to-treat urinary tract infec- 
tions, even those complicated by resistant staphylococci or 
resistant proteus, CATHOMYCIN is rapidly absorbed—produc- 
ing therapeutic blood levels with a duration of 12 hours or 
more. It is generally well tolerated and there is no evidence 
of cross-resistance with other antibiotics. 


CATHOMYCIN 


for lococcic septicemia, enteritis, 
wound ink ‘ections and other serious steph infections. 


NOVOBIOCIN 


SYRUP 


DOSAGE: Adults: CATHOMYCIN Sodium 2 capsules b.i.d. or 
CATHOMYCIN Calcium Syrup 4 teaspoonfuls b.i.d. Children: (up to 
12 years) 2 to 8 teaspoonfuls daily in divided doses based on 10 mg. 
CATHOMYCIN per Ib. of body weight per day. 

SUPPLIED: Capsules sodium novobiocin, each containing the 
equivalent of 250 mg. of novobiocin—vials of 16 and 100—and as 
an orange-flavored syrup (aqueous suspension), in bottles of 60 cc. 
and 473 cc. (1 pint). Each 5 cc. CATHOMYCIN Syrup contains 125 
mg. (2.5%) novobiocin, as calcium novobiocin. 

*Complete bibliography available on request. 


For Parenteral Therapy LYOVAC* CATHOMYCIN CAPSULES 


MERCK SHARP & DOHME vision of MERCK & CO., INc., Philadelphia 1, Pa. 
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protection against angina pectoris 


in every walk of life 
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Peritrate® 20 mg. 


the accepted basic therapy in the treatment of coronary disease 
* reduces the frequency and severity Of attacks 
increases exercise tolerance 
¢ lowers nitroglycerin dependence 
* improves abnormal EKG findings 


to relieve the acute attack 


sublingual 


Peritrate with Nitroglycerin 


replaces ordinary nitroglycerin in the patient taking Peritrate 
(not meant to replace Peritrate) 


* provides immediate relief of pain 


¢ automatically supplies an increased level of Peritrate for 
additional protection during the stress period 


Pentacrythrito! tetranitrate) 
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There is only one 


methylprednisolone, 
and that is 


edrol 


4 


the corticosteroid 
that hits the disease, 
but spares the patient 


THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN 
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Its relative simplicit 


very acceptable 


: to the patient. 


pulse rate 
up? 


Serpasil slows heart rate in most 
cases of organic or functional 
tachycardia. 


You'll find it especially valuable in 
cardiac patients whose conditions 
are aggravated by heart speed-up. 
Through a unique heart-slowing 
action, independent of its antihy- 
pertensive effect, Serpasil prolongs 
diastole and allows more time for 
the myocardium to rest. Blood flow 
and cardiac efficiency are thereby 
enhanced. 


What's more, you can prescribe 
Serpasil with confidence. Therapy 
with Serpasil is virtually free of the 
dangers (heart block and cardiac 
arrest) heretofore encountered 
with heart-slowing drugs. Side 
effects are generally mild and can 
be overcome by adjusting dosage. 


DOSAGE FOR TACHYCARDIA 
Dose range is 0.1 to 0.5 mg. (two 
0.25-mg. tablets) per day conven- 
iently taken in a single dose. Rapid 
heart rate usually will be relieved 
within 1 to 2 weeks, at which time 
the daily dose should be reduced. 
Suppression of tachycardia often 
persists after therapy is stopped. 


NOTE: In patients receiving digitalis or 
quinidine, Serpasil therapy should be ini- 
tiated with especially careful observation. 
Serpasil is not recommended in cases of 
aortic insufficiency. 

SUPPLIED: Tablets, 1 mg. (scored), 0.25 mg. 
(scored) end 0.1 mg. Elixirs, 1 mg. and 0.2 mg. 
Serpasil per 4-mi. teaspoon. 


(reserpine CIBA) 


\ 
2/2588mB 


‘ 
CIBA 
SUMMIT, N. J. 
2 | 


Massengill Powder has a ‘“‘clean’”’ 
antiseptic fragrance. It enjoys 
unusual patient acceptance. 


Massengill Powder is buffered 

to maintain an acid condition 

in the vaginal mucosa. It is more 
effective than vinegar and simple 
acid douches. 


Massengill Powder has a low 
surface tension which enables it 
to penetrate into and cleanse the 
folds of the vaginal mucosa. 


Massengill Powder solutions are 
easy to prepare. They are 
nonstaining, mildly astringent. 


powder 


when 
recommending 
a 

vaginal 


douche . 


we 


Indications: Massengill Powder solu- 
tions are a valuable adjunct in the 
management of monilia, trichomonas, 
staphylococcus, and streptococcus in- 
fections of the vaginal tract. Regular 
douching with Massengill Powder so- 
lution minimizes subjective discomfort 
and maintains a state of cleanliness 
and normal acidity without interfering 
with specific treatment. 


Currently, mailings will be forwarded 


only at your request. Write for samples 


and literature. 


ASSENGILL COMPANY 


BRISTOL, TENNESSEE +» NEW YORK - SAN FRANCISCO + KANSAS CITY 


lady 
fastidious 


In 

- modern | 
feminine : 
hygiene 
and therapy 


secretions. 
3 | CLEAN-UP AFTER ANTIBIOTICS 
. Following intensive antibiotic therapy, increasing 


numbers of female patients return complaining 
of vulvar pruritus or vaginitis ... and profuse 

vaginal discharge. 
Most of these present the classical picture of 
Monilia albicans, Trichomonas vaginalis or 
mixed infections. When these infections occur, 
7 regular use of Massengill Powder, with its pH 
cota of 3.5 to 4.5, helps restore the normal acidity of 
the vaginal tract. At this normal pH the growth 
. of pathogenic organisms is inhibited and the 
growth of the normal vaginal flora encouraged,' 
thus reducing the barriers to specific medication. 


LOW pH RETENTION 


aa Massengill Powder is buffered to retain an acid 
‘ condition. In a recent clinical observation, am- 
bulatory patients—with an alkaline vaginal 
mucosa resulting from pathogens—maintained 
an acid vaginal mucosa of pH 3.5 for a period of 
4 to 6 hours after douching with Massengill 
Powder; recumbent patients maintained a satis- 
factory acid condition up to 24 hours. Simple 
acid douches (vinegar or lactic acid) are quickly 
neutralized by an alkaline vaginal mucosa; 
therefore, they are somewhat unsatisfactory in 
maintaining the required acid pH of the vagina.’ 


wig 


Massengill Powder has cosmetic elegance. Its clean, refreshing fragrance is acceptable to the 
most fastidious for therapeutic or routine hygienic use. Massengill Powder solutions are 
easily prepared, convenient to use, nonstaining. They effectively cleanse, deodorize and 
soothe the vaginal mucosa, while their mild astringent properties tend to decrease vaginal 


Massengill Powder in the standard solution has 
a surface tension of 50 dynes/cm. as compared 
to that of water and simple acid solutions with 
72 dynes/em. This added property of reduced 
surface tension enables Massengill Powder to 
penetrate into and cleanse the folds of the 
vaginal mucosa, thus increasing the therapeutic 
effectiveness. Lowered surface tension makes 
the cell wall and cytoplasmic membrane of the 
infecting organism more permeable and thus 
more susceptible to specific therapy.” 


Massengill Powder is supplied in glass jars of 
the following sizes: 

Small, 3 oz. 

Medium, 6 oz. 

Large, 16 oz. 

Hospital Size, 5 lbs. 
Pads of douching instructions for patient use 
available on request. 


1. Lang, W.R., Rakoff, A.E., Am. Geriatrics Soc. 
1:520 (1958). 

2. Arnot, P.H., The Problem of Douching, Western 
Journal of Surg., Obs., and Gyn., Vol. 62, No. 2:85 
(1954). 
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for dramatic relief of penicillin reactions— 
early treatment with 


NEUTRAPEN 


(NEUTRALIZES PENICILLIN) (Penicillinase Injectable,* SchenLabs) 


the only specific for penicillin reactions 


**Penicillinase [Neutrapen] should be given as soon as possible 
after onset of symptoms.’ 
(M. C. Zimmerman — Antibiotics Annual, 1957-58) 


@ effective in 97% of cases! 

@ acts within an hour, lasts up to a week2.3 

@ one injection sufficient in 80% of cases! 

@ itching abates promptly‘ 

@ most reactions clear in 12 to 96 hours!5 

@ well tolerated!~ 

@ may be lifesaving in certain anaphylactoid reactions®.” v 


Obscure sources —even cases with no history of penicillin therapy respond 

to NEUTRAPEN if the reaction has been caused by penicillin from sources 

such as milk, Roquefort or Bleu cheese, or penicillin-containing vaccines.”*” 
’ NEUTRAPEN —800,000 units I. M.—should be given as soon as symptoms 

appear. May be repeated on the third day if response is not satisfactory. 

In anaphylactic reactions, epinephrine should be given and other supportive 

measures should be instituted immediately, followed by 800,000 units 

of NEUTRAPEN I. V. and 800,000 units I. M. 

contraindications: None. side effects: Occasionally transient local 

soreness, erythema, and edema; rarely, transitory chills and fever. 

supplied : 800,000-unit, single-dose vials of lyophilized penicillinase 

powder. Stable at room température in the dry state. 


References: (1) Zimmerman, M. C.: Clin. Med. 5:305, 1958. (2) Becker, R. M.: New England J. Med. 
254:952, 1956. (3) Chen, J. Y. PR; Bard, J. W., and Balsito, A. A., in Welch, H., 

and Marti-Ibajiez, F: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 

1958, p. 321. (4) Minno, A. M., and Davis, G. M.: J.A.M.A. 165:222 (Sept. 21), 1957. 

(5) Zimmerman, M. C., in Welch, H., and Marti-Ibafiez, F: Antibiotics Annual 1957-1958, 

New York, Medical Encyclopedia, Inc., 1958, p. 312. (6) Becker, R. M.: Ann. Int. Med. 

48:1228, 1958. (7) Becker, R. M., in Welch, H., and Marti-Ibafiez, F: Antibiotics Annual 

1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 310. (8) Davis, G. M.: 

Discussion, Antibiotics Symposium, Washington, D. C., October 3, 1957. 

(9) Zimmerman, M. C.: J.A.M.A. 167 :1807 (Aug. 9), 1958. 


Gr. M. REG. U. S. PAT. OFF. * PATENTS PENDING seose 


([Schenfabs/ ScuenLass Puarmaccuricats, Inc., New York 1, N. Y. 
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Zacti rin 


Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth me 
for everyday pain control... fe 


for your many patients requiring 
potent analgesia but not an injected narcotic 


Proved by extensive evaluation'’} in 1998 patients in diverse 
areas of medicine and surgery, including: 


arthritis, bursitis, early metastatic carcinoma, fibrositis, 
grippe, herpes zoster, ligamental strain, low back pain, : 
menstrual pain, myalgia, myositis, neuritis, pleurisy, 
postoperative pain, postpartum pain, sciatica, trauma, 
dental pain 


* exclusive Wyeth non-narcotic analgesic plus 
anti-inflammatory action 


* prompt, potent action—as potent as codeine 
documented effectiveness and safety! 


Supplied: Tablets, bottles of 48. Each tablet contains 75 mg. of Wijeth 
ethoheptazine citrate and 325 mg. (5 grains) of acetylsalicylic acid. 


Philadelphia 1, Pa. 


1. Cass, L.J., et al.: J.A.M.A. 166:1829 (April 12) 1958. 2. Batterman. 
R.C., et al.: Am. J. M. Sc. 234:413 (Oct.) 1957. 3. Medical Department. 
Wyeth: Final Report on the Clinical Evaluation of Zactirin. 
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effective sulfa 


ical: levels for 24 hours 


we with a single tablet” 


‘Besides giving new meaning to the. tern “ong “MIDICEL provides all thesé_other* 
cantadvaentages in sulfa therapy: broad-range antibacterial activity —cfléectively combats many 
Hurinary tact infections, upper respiratory infections, bacillary dysenteries, surgical and soft tissue 


‘ infections,due to sulfonamide-sensitive Organisins « tablet-a-day conveniente —no missed doses 
fow dosage minimize possibility of 
Adult Dosage: Initial (first Gin} ‘OF moderate tablets (ic Cin) 
infections, »Maintenance~1 tablet (0.5 Gui.) daily. 
Children’s According to weight. See Itorature for detail of dosage and 0,5 Gm., 
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The home-cooked dinner on the opposite page was eaten and then its exact duplicate was dry-iced, 
sent to a laboratory for assay. Specifically, as seen from the chart, the dinner provided: 

16% of the Recommended Daily Dietary Allowance of Vitamin A, 15.6% of ascorbic acid, 

25.5% of thiamine, 16% of Vitamin Be, and the Biz content was negligible. 


Apparently, even when the big meal of the day is as well-planned as this one, it may not prove 
adequate nutritionally. You know many patients who do not start with a plan as basically good, or purchase 
the top-quality foods in this home. Then, doesn’t the THERAGRAN story make better sense? 


PERCENTAGE OF RECOMMENDED DAILY DIETARY ALLOWANCE* 


Vit.B, NIACIN Vit.B, Vit. 
*For male 25 years of age, 65 kg. (weight), 170 cm. (height). 


Since the next patient you see may need nutritional support... 
prevent and correct dietary oversights 


SQUIBB VITAMINS FOR THERAPY 


Theragran 


now expanded to include certain essential vitamins — at no extra cost to your patients 


Each THERAGRAN Capsule supplies: 
Vitamin A 


Thiamine Mononitrate 
Riboflavin 
Niacinamide 
* Ascorbic Acid 
Pyridoxine Hydrochloride 
tCalcium Pantothenate 
TVitamin Activity Concentrate 


*Amowunt increased tAdded to formula 
Dosage: 1 or more capsules daily as recommended by a physician. 


Supply: Family Packs of 180. Bottles of 30, 60,.100 and 1,000. 


other THERAGRAN formulations available: 

THERAGRAN Liquid (Squibb Therapeutic Formula Vitamin Liquid) ; 
THERAGRAN Junior (Squibb Vitamins for Therapy) ; 
THERAGRAN-M (Squibb Vitamin-Minerals for Therapy). 


100 
90 
70 
i 60 
: 
SQUIBB ¢ Quality — the Priceless Ingredient 
1858) 195 
= “THERAGRAN'® 18 A SQUIBB TRADEMARK 


Cxrceypls 
from 

Clinical and experimental 
studies 
with Softran 


NEW TRANQUILIZER 


Provides effective tranquilization with phys- 
iological safety. 


Often reduces hypertension by means of 
extended relaxation. 


3 Allows natural sleep by releasing tensions. 


Softab form is convenient...can be taken 
anywhere, anytime, no water needed. 


*2. 


Softran is a “true” tranquilizer 

Pharmacologic screening involving four distinct types of techniques has demon- 
strated that buclizine [SOFTRAN] is a “‘true’’ tranquilizer. The experimental animal 
did not exhibit motor stimulation or depression often seen with a number of agents 
currently being used as tranquilizers. Cutting, Windsor; Baslow, Morris; Read, 
Dorothy, and Furst, Arthur, School of Medicine, Stanford University, Stanford, 
California: The Use of Fish in the Evaluation of Drugs Affecting the Central Nervous 
System, submitted for publication. 


Softran is effective for mild to moderate anxiety-tension states 


Studies with buclizine [SoFTRAN] indicated it to be a potent and versatile therapeu- 
tic agent with clear-cut tranquilizing properties. It was found to be an effective 
ataraxic agent for mild to moderate anxiety-tension states and mild senile agitation... 

With the tensions and stresses of everyday life mounting to a new high every day, 
the need for such preparations is apparent. The absence of habituation and tolerance 
...makes it of especial value. Additional properties of antihistaminic, anti-nauseant, 
anti-motion sickness and hypotensive activity make buclizine [SoFTRAN] a valuable 
compound in this field. Settel, Edward, M.D., Brooklyn, New York: Buclizine, a 
new Tranquilizing Agent, submitted for publication. 


Softran produced no undue drowsiness or other side effects 


In studies using buclizine [Sor TRAN] for patients with anxiety associated with infer- 
tility SOFTRAN was found to be an effective tranquilizer. In doses of 50 mg. twice 
daily adequate effectiveness was obtained without undue drowsiness or other notice- 
able side effects. Schultz, John M..M.D., Miami, Florida: Excerpt from clinical study. 
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Formula: 


Usual dosage: 
One 50 mg. tablet, 1 to 3 times daily 
Cuitpren: One 25 mg. tablet, 1 to 2 times daily. 


Softran is a superior tranquilizer in disturbed menopausal patients 


We have been using buclizine hydrochloride [sortRAN] for six months on over 200 
patients, both obstetrical and gynecological. We have found it to be a very superior tran- 
quilizer in those patients who are at the menopause age and require adjuvant therapy to 
ordinary hormone replacement . . . It has been universally well tolerated. In only two cases 
in the entire group has there been objectionable lassitude or drowsiness. These have been 
counteracted very simply by the use of amphetamine compounds. We can unhesitatingly 
recommend it for use in such cases. Rutherford, Robert N., M.D., Seattle, Washington: 
Excerpt from clinical study. 


Softran often reduces hypertension 


GP 


It is particularly noteworthy that systolic blood pressure is often reduced in patients with 
essential hypertension. Diminution of psychic stress factors is apparently responsible for 
this hypotensive effect. Settel, Edward, M.D., Brooklyn, New York: Buclizine a New 
Tranquilizing Agent, submitted for publication. 


Softran relieved anxiety symptoms associated with infertility 


Buclizine [SoFTRAN] and placebo were employed in a double blind study conducted with 
patients having anxiety symptoms associated with infertility. Marked tranquilizing proper- 
ties were observed with the buclizine-containing preparation [SOFTRAN]. An effective 
daily dose was 2 tablets (50 mg. each). The product was well tolerated; side effects, such 
as drowsiness, were minimal. Tyler, Edward T., M.D., Los Angeles, California: An 
Evaluation of the Use of Tranquilizing Agents in Infertility, submitted for publication. 
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Buclizine Hydrochloride. .................50 mg. & 25 mg. 


THE STUART COMPANY 
PASADENA, CALIFORNIA 
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“This [Vitamin K,] 
has added greatly to the 
‘Safety of anticoagulant therapy” 


VITAMIN Kj 


the only available preparation chemically identical with naturally-occurring-vitamin K;... 
“has a more prompt, more potent and more prolonged effect than the yitamin K analogues” 
Dosage: Orally, to thodify anticoagulant effects: 5 to 10 mg: juidialivt 15 to 25 - 
wing. for more vigoro¥s action. Intravenously, for ant gulant-induced bleeding 
. & emergenvies, 10 to 50 mg.: may be repeated as in tted by prothrombin time 
= Saresponse. (Some clinicians advise their patients té” a supply of tablets on 
"hand at all times; if gross bleeding oceurs, the patients are cain to take 
mg. and phone the doctor.!) >. 
Supplied: Tablets, 5 mg., bottles of 100. Emulsionyeach-ce. steel con- 
tains 50 mg., boxes of 6 ampuls., 


Other indications: To normalize prothrombin tisnbalbidere surgery, in 
obstructive jatindice, hepatic disease, impaired gastrointestinal absorption, 
deficiency of yitamin K in the newborn, and following the administration 
of antibiotics, sulfonamides, and salicylates. ‘Mephyton" is a valuable 
addition to the physician’s bag for emergency use. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
Mephyton is a tradé-mark of MERCK & CO., Inc. 


1, Wright, I. S.; Early use of anticoagulants inj treatment of myocardial infarction, J.A.M.A. 163: 918-921, March 16, 1987. 
2. Council on Pharmacy and Chemistry: New afd Nonofficial Remedies, Philadelphia, J. B. Lippincott Co., 1956, p. 505. 
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A striking clinical difference in antibiotic therapy 


... from a subtle chemical change. Chemically, [losone is a propionyl ester which was derived from 
erythromycin. This subtle molecular modification has endowed Ilosone with striking clinical advantages. 


A more decisive response is assured in almost every common bacterial infection. Ilosone is 
decisively effective against both gram-positive and many gram-negative organisms (with the notable 
exception of the normal inhabitants of the gut) as well as certain large viruses. (Indications are listed 
on the preceding pages.) 


A more potent ‘“-mycin’’ antibiotic. The antibacterial potency of blood concentrations which 
Tlosone assures is over three times greater than that obtained with erythromycin coated tablets. Potent 
therapeutic levels are attained much faster (within thirty minutes) and are sustained several hours 
longer. 


Parenteral speed and certainty. Ilosone acts with the speed, certainty, and antibacterial effective- 
ness of erythromycin administered parenterally in therapeutic doses. 


Unsurpassed safety. Although it is inherently more potent than comparable antibiotics, [losone 
assures unsurpassed freedom from toxicity, allergic reactions, and side-effects; and it is well tolerated. 


Easy oral administration. Usual dosage is 250 mg. every six hours, but 500 mg. or more may be 
administered safely every six hours in more severe or deep-seated infections. For optimum effect, 
administer on an empty stomach. Ilosone is supplied in attractive red-and-ivory Pulvules®, 250 mg., 
in bottles of 24 and 100. (For pediatric patients, a 125-mg. Pulvule is available.) 


Your Lilly representative will be glad to provide further information. 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U. 8S. A. 
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Sulf thoxypyridazine Lederie 


Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine’... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy.’ 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fi. oz. 


references: 
1. Gale, zo- and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulf thoxypyridazi New England J. Med. 


2. Editorial: New England J. Med. 258 :48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York C Lederte ) 
*Reg. U.S. Pat, Off. 
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‘monili 


STOP vuiver itching and burning faster 


GET quicker cures... 
with 


gentia-jel 


the true specific for monilial vaginitis 


Gentia-jel provides an unsurpassed monilial 
killing gel which disperses completely over the 
vaginal and cervical mucosa . . . penetrates into 
all folds ...and bathes the vulvar labia. This 
soothing fungus and bacteria destroying gel 


provides fast gratifying relief of vulvar itching 
MY . and burning, and results in quicker cures. 


he 
Me ie Ube Have the patient follow these simple steps: 


(1) Insert applicator and instill Gentia-jel on 
retiring. (2) Remove and discard applicator, 
place a pledget of cotton in the introitus and 
wear a perineal pad. 


Supplied 
In packages of 12 single-dose disposable applicators. 


Westwood Pharmaceuticals 
Division of Foster-Milburn Co. + Buffalo 13, New York 
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new antibacterial 
new chemical entity 


new high in 
effectiveness 


new low in side 
reactions 


MADRIBON of 2,4-dimethoxy-6-sulfanilamido-1,3-diazine 
ROCHE —Reg. U. S. Pat. Off. 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc « Nutley 10 + N. J. 
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to control acute psychotic episodes... 


THORAZINE®* one of the fundamental drugs in medicine 
(chlorpromazine, S.K.F.) 


‘Thorazine’ rapidly controls the acute psychotic episodes that may suddenly occur in patients 
who are suffering from severe physical or emotional stress. For example, the following case 
history illustrates Thorazine’s effectiveness in controlling a postoperative psychosis. 


patient’: 33-year-old male who had undergone subtotal gastrectomy. Patient was coopera- 
tive and seemed to progress well until the fifth postoperative day. He suddenly became 
restless, suspicious, claimed to be paralyzed and said that the nurses were trying to kill 
him. Condition diagnosed as postoperative paranoid schizophrenic reaction. 


response to ‘Thorazine’: After ‘Thorazine’ was administered, the patient became 
cooperative, slept well “. . . and the following morning was mentally clear. All signs of the 
paranoia were gone.” Patient returned to work five weeks postoperatively “‘. . . and appears 


to be fully readjusted.” 
Smith Kline & French Laboratories, Philadelphia 


1. Nuzum, J.W.: The Successful Treatment of a Postgastrectomy Schizophrenic Psychosis with Chlorpro- 
mazine, Am. Pract. & Digest Treat. 6:1849 (Dec.) 1955. *T.M. Reg. U.S. Pat. Off. 
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2,4-dimethoxy- 
6-sulfanilamido- 
1,3-diazine 


ROCHE — Reg. 
U.S. Pat. Off. 
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realistic therapy 
in pneumonia 


A 13-year-old girl 
with penicillin-resistant 
pneumonia received an 
initial dose of 1250 mg 
Madribon, followed by 
625 mg daily. On the 
third day of Madribon 
treatment, the temperature 
returned to normal. X-rays 
showed marked improvement 
in the lung fields. She was 
discharged eight days later.* 


Madribon, a completely new antibacte- 
rial, shows wide-spectrum activity 
against many common gram-positive and 
gram-negative pathogens, including 
staphylococci, streptococci, pneumo- 
cocci, E. coli, klebsiella and listeria. 


Low dose, 24-hour action. “The use of 
Madribon was very simple....”3 A single, 
low dose of Madribon produces peak 
blood concentrations within 4 hours, 


maintains them at near-constant level 
for the next 24 hours.?-4 


Safer. The incidence of side effects with 
Madribon is less than 3% in more than 
5000 cases. Those reported were relatively 
mild—dizziness, nausea and vomiting. 
Because Madribon is excreted primarily 
as a highly soluble glucuronide, there is 
little likelihood of crystalluria or kidney 
damage. 


ROCHE LABORATORIES © Division of Hoffmann-La Roche Inc + Nutley10 + N.J. 
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The new six-unit 
PRESCRIPTION PACKAGE of © 
Clysmathane (Fleet) is more 
convenient to prescribe 
while assuring an adequate 
supply for patients. Dispos- 
able, single dose squeeze 
bottle is especially designed 
for self-administration . . . 
ready to use with prelubri- 
cated rectal tube. The 
manufacturer's labels are 
readily removable. 


MATHANE 


Intravenous blood levels 
— rectal administration 


(Fleet) 
Disposable Rectal Unit 


An advanced method of 
theophylline therapy 


For the alleviation of symptoms in bron- 
chial asthma and the acute episodes of heart 
failure, Clysmathane (Fleet) supplies speedy 
and therapeutically adequate blood levels” 
of theophylline. Side effects, often asso- 
ciated with oral or parenteral administra- 
tion, are minimized by the rapid rectal route 
provided by Clysmathane. 


Dosage: One Clysmathane (Fleet) Unit as a 
retention enema before retiring or as directed. 


Composition:Theophylline monoethanolamine 

(Theamin, Fleet), 0.625 Gm.; aqua, 37 ml. in 
single dose rectal dispenser. Prescription package 
of six individual units. Manufacturer’s label readily 
removable. 


(1) Ridolfo, A. S. & Kohlstaedt, K. G. “A 
simplified method for the rectal adminis- 
tration of theophylline,” to be published. 


Professional samples and literature on request, write: 


Cc. B.FLEET Co., INC. 


Lynchburg, Virginia 
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realistic therapy 
in otitis media 


The new antibacterial “© 
Madribon has achieved 
therapeutic success in ’ 
65 of 72 patients with atitis 
media.? Madribon proves 
highly effective against 
many gram-positive and 
gram-negative pathogens, ' 

including staphylococci, 
streptococci, pneumococci, 

E. coli, klebsiella and listeria. ‘e 


Low dose, 24-hour action. 
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“The use of Madribon was R 

very simple....”3 A single, low dose \— 

of Madribon produces peak blood ~~ 
concentrations within 4 hours, pees 
maintains them at near-constant ow 
level for the next 24 hours. 


adribon 


Safer. The incidence of side effects with 

Madribon is less than 3% in more than 5000 

cases. Those reported were relatively mild— 

dizziness, nausea and vomiting. Because 

Madribon is excreted primarily as a highly 
mapRigon™: soluble glucuronide, there is little likelihood 
pn of crystalluria or kidney damage. 


6-sulfanilamido- 
1,3-diazine 


yt ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc + Nutley 10 +» N.J. 
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realistic therapy in 
respiratory infections 


Acompletely 
new antibacterial | 
24-hour action We 
Safer 


References: 1. E. H. Townsend and 
A. Borgstedt, Paper read at the Sixth 

Annual Symposium on Antibiotics, 
Washington, D.C., October 15-17, 1958. 

2. S. Ross, J. R. Puig and E. A. ti 
Zaremba, Paper read at the Sixth . 
Annual Symposium on Antibiotics, 2 
Washington, D.C., October 15-17, 1958. 
3. W. A. Leff, Paper read at the - | 
New Jersey Chapter of the American j 
Federation for Clinical Research, East 
Orange, N. J., September 17, 1958. 

4. W. P. Boger, Paper read at the Sixth eee 
Annual Symposium on Antibiotics, ¥ 
Washington, D.C., October 15-17, 1958. ’ 


adribon 


Tablets, 0.5 Gm 


DOSAGE TABLETS SUSPENSION (teasp.) Suspension, 0.25 Gm/teasp. 
itially q.24h.  initiall . 24h. 
2 s in sulfonamide therap: 
CHILDREN: 20 Ibs 1 the maintenance of adequate 
40 Ibs 1 % a 1 fluid intake. If toxic reac- 
tions or blood dyscrasias oc- 
80 Ibs 2 1 a 2 cur, use of the drug should 
MADRIBONT-™- be discontinued. As is true 
— brand of The above dosage should be doubled in severe infections of all sulfonamides, Madribon 
2,4-dimethoxy- requiring more intensive therapy. Continue therapy for 5 to 7 is probably contraindicated 
6-sulfanilamido- days, or until patient is asymptomatic ‘or at least 48 hours. in premature intants. 
1,3-diazine 
ROCHE LABORATORIES Division of Hoffmann-La Roche Inc + Nutley 10 N.J. 
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CLINICAL ali Staph 
RESULTS adults children infections 
Cured 172 (80%) 148(89%) 71(88%) 
improved 28 (13%) 8 (5%) 719%) 
Failure 17 7%) 11 (6%) 3 (3%) 


Types of infecting organisms: The majority of 
identified eticilogic microorganisms were Staph. 
aureus and Staph. albus. Tao has ifs 
usefulness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
alpha-hemolytic strains and enterococci), pnew- 
mococci, gonococci, Hemophilus influenzae. 


Per cent of “antibiotic-resistant’’ epidemic 
staphylococci cultures susceptible to Tao, ery- 
thromycin, penicillin and 


Tao 

5 
ae chioramphenicol 
52 => erythromycin 
S 
REACTIONS: 
(a) adults children. 
Total—9.2% Total —0.6% 
(20 out of 217) (2 out of 167) 
Skin rash ~—1.4% Skin rash—none 
(3 out of 217) Gastrointestinal ~ 
Gastrointestinal — 0.6% (1 out of 167) 
7.8% (17 out of 217) 


There was compiete freedom from adversé 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually miid end seldom 
required discontinuance of therapy. 


stability in gastric acid « rapid, high and sus- 
tained blood levels + high urinary concentrations 
¢ outstanding palatability in a liquid preparation. 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered at any time, without regard to meals. 

Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, | 
Medical Encyclopedia, Inc., 1958, p. 476. 
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This patient's blood-pressure controlled 
lor the first lime without side effects 


Remember this particular patient. He typifies the thousands of patients 
involved in a clinical investigation which promises to bring about a 
major change in rauwolfia therapy. The patient is being treated in a 
Massachusetts hospital. His blood pressure without treatment ranged 
up to 220/138; now for the first time, it is being maintained near nor- 
mal without side effects. This dramatic case history is part of the story 


of a remarkable new antihypertensive agent Singose vo 


(syrosingopine CIBA) 


coming as soon as sufficient supplies are available... 
seilain from CIBA, world leader in hypertension research. 


Again and agair a first choice 


for infection 


e urinary tract infections 


© upper respiratory tract infections 
with bacterial invasion 


e mixed infections 
e infections not readily diagnosed 


for action 
e attack in depth—both 
and bacteriostatic 2 


e attack in many common 
gram-positive and gram 


for remission 


© 
Tablets: Penicillin V (Phenoxymethy! Penicillin) anc 1, Pa. 
For Suspension: Benzathine Penicillin V and 
Supplied: Tablets, bottles of 86. For Suspe . , bottles of 2 fh on. upon pesonstitution. Each tablet 
and 6&-cc. teaspoonful contains 125 mg. (200,000 units) of pemtieiilia V (the suspension c ining 
the benzathine sait of penicillin V) and 0.25 Gm. each of SULT and sulfamerazine. Si. 
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“Deprol* 


CONFIRMED EFFICACY 


Clinically confirmed 


Deprol ® acts promptly to control depression 


without stimulation 


> restores natural sleep 


» reduces depressive rumination and crying 


in over 2,500 
documented 


case histories’” 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 


> does not adversely affect blood pressure 
or sexual function 


Pm causes no excessive elation 
& produces no liver toxicity 
> does not interfere with other drug therapies 


Deprol is unlike central nervous stimulants 


> does not cause insomnia 

> produces no amphetamine-like jitteriness 
> does not depress appetite 

has no depression-producing aftereffects 


® can be used freely in hypertension and 
in unstable personalities 


Dosage: Usual start- 
ing dose is 1 tablet 
q.i.d. When necessary, 
this dose may be grad- 
ually increased up to 
8 tablets q.i.d. 
Composition: Each 
tablet contains 400 
mg. meprobamate and 
1 mg. 2-diethylamino- 
ethyl benzilate hydro- 
chloride (benactyzine 
HCl). 

Supplied: Bottles of 
50 scored tablets. 


) 


1. Alexander, L.: 


of depression—Use of meprobamate combined with benactyzine (2-6 


hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Current personel communications; in the files of Wallace Laboratories. 


Literature and samples on request yy WALLAcE LABORATORIES, New Brunswick, N. J. 


bd 


© difficult-to-pass stools 
in the management of the 


af tipati e infrequent defecation due to 

inadequate peristalsis 
inadequate bulk 


© or a combination of these symptoms 


for soft, easy-to-pass stools 


Colace 


Dioctyl sodium sulfosuccinate, Mead Johnson 


for predictable, yet gentle peristalsis 


Peri-Colace® 


Fxioctyl sodium sulfosuccinate and anthraquinone 
derivatives from cascara, Mead Johnson 


NEW | to provide bulk in the intestine...not in the stomach’ 


Celginace 


Calcium and sodium alginates and dioctyl sodium sulfosuccinate, Mead Johnson 


tablets granules H 


Celginace provides smooth, nonirritating ‘hydrasorbent’ bulk 
in the intestine, not in the stomach. Thus it gives bulk where 
bulk is needed...and avoids excessive gastric fullness and depres- 
sion of appetite. And because of superior water absorption and 
retention, Celginace provides an effective bulk in a dosage of 
only one to three tablets daily. 


| 
| 
| 
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\ Mead Johnson 


Symbol of service in medicine 


ma 
" NEW a comprehensive approach to the relief of constipation 
Combinace 
Calcium and sodium alginates, dioctyl sodium sulfosuccinate 
and anthraquinone derivatives from cascara, Mead Johnson 
tablets (@ @ granules H 
k When the patient presents a complex of symptoms, and com- instructing patient, : 
bined therapy is indicated, Combinace provides (1) smooth, 
nonirritating, ‘hydrasorbent’ bulk of alginates, (2) the predict- 
: able, yet gentle peristaltic stimulation of Peristim* (3) the of anthraquinone 


> derivatives from cascara 
moistening action of Colace. sagrada, Mead Johnson. 


1, Mulinos, M. G., and Jerzy 
Glass, 6. B.: nter- 
ology 24: 385-393 (May-Aug.) 

co6o2 


HYPERGLYCEMIC EFFECT OF CORTICOSTEROIDS? 


3 


Mean blood glucose levels in 
normal subjects during glu- 
cose tolerance tests. 


—____before administration 
of corticosteroids 


after administration 
of corticosteroids 


BLOOD SUGAR, Mg./100 mi. 
= 
8 


what preparation of the patient is necessary 
prior to a glucose tolerance test? 


For at least three days before testing, the patient should be on a daily diet of 
at least 300 Gm. of carbohydrate, 80 Gm. of protein, and calories sufficient 
for maintenance.’ Adrenal steroids decrease glucose tolerance* and should be 
withheld prior to the test. 

Sources—1. Joslin, E. PR; Root, H. EF; White, PR, and Marble, A.: The Treatment of Diabetes 


Mellitus, ed. 9, Philadelphia, Lea & Febiger, 1952, p. 156. 2. Hennes, A. R.; Wajchenberg, 
B. L.; Fajans, S. S., and Conn, J. W.: Metabolism 6:339, 1957. 


rapid, reliable follow-up tests 


standardized tablet tests... ...“‘dip-and-read” Reagent Strips 


CLINITEST® ...for glycosuria ... CLINISTIX® 


BRAND BRAND 


ALBUTEST® . ..for proteinuria. . . AL BUSTIX® 


BRAND BRAND 


AC ET E ST® ...for ketonuria.... KETOSTIX® 


BRAND GRAND 
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DAD— BACK REAL BAD 


"It happened 
at work 
while he 
was putting 
oil in 
something" 


FOR PAIN 


"He told 
Mom his 
shoulder 
felt like 
it was on 
fire" 


"He couldn't 


swing a bat 
without 
hurting" 
"But Doctor D em 7 
gave him 
New “demi” strength pern:its dosage flexibility to meet 
each patient’s specific needs. PERCODAN-DEMI provides 
the PERCODAN formula with one-half the amount of salts 
of dihydrohydroxycodeinone and homatropine. 
AVERAGE ADULT DOSE: 1 tablet every 6 hours. May 
be habit-forming. Availabie through ail pharmacies. 
Each Percopane Tablet contains 4.50 mg. dihydrohydroxyco- 
deinone hydrochioride, 0.38 mg. dihydrohydroxycodeinone 
a, mg. catreine. 
"Dad said acetylsaiicylic aci mg. phenacetin g.c 
we'd play 
ball again 
ENDO LABORATORIES 
when he indo. Richmond Hill 18, New York 
comes home" 


AND THE PAIN 
WENT AWAY EAST 


F x 
» 
he 
*U.S. Pat. 2,628,185 


CHRONIC PROSTATITIS 


..- COMMON 


“probably the most common 


chronic infection in men 


over 50 years of age.”’ 


... AND FREQUENTLY COMPLICATED 
“The many complications 
are the real justification 
for care of the patient 

with prostatism. 

The most outstanding is. 
renal failure....infection 
is always a possibility. 
First, there may be 
infection in the bladder; 
then urine may regurgitate 


to the kidney to cause 


pyelonephritis which 


is difficult to treat.’ 
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FURADANTIN 


brand of nitrofurantoio. 


in prostatitis... 


“Antibacterial medication, preferably Furapantin (Eaton) 100 mg. 4 times daily 
is indicated in the acute, subacute and severe chronic forms.’”* 
FURADANTIN, first in prostatitis for: 
® rapid bactericidal action against a wide range of gram-negative and gram- 
positive bacteria and organisms resistant to other agents . . . including Proteus, 
Staphylococcus and certain strains of Pseudomonas 
= negligible development of bacterial resistance in 6 years of extensive use 
= excellent tolerance—nontoxic to kidneys, liver and blood-forming organs; no 
cases of monilial superinfection, crystalluria or staphylococcic enteritis ever 
= -term safe administration 

“From clinical observation we have found that more cases of chronic prostatitis 
respond to FurapantTin than to any other anti-infection agent.’’* 
Average FuRADANTIN dosage in prostatitis—Acute cases: 100 mg. q.i.d. until 


cured. Chronic cases. 100 mg. q.i.d. for 10 to 14 days; depending on response, 
dosage may then be reduced to 100 or 200 mg. daily for 1 to 3 months. 


Supplied: Tablets, 50 and 100 mg., bottles of 25 and 100. Oral Suspension, 25 
mg. per 5 cc. tsp., bottle of 60 cc. 


References: 1. Alyea, E. P.: infections and inflammations of the Male Genital Tract, in Campbell, M.: 
Urology, Philadelphia, W. B. Saunders Co., 1954, vol. 1, p. 643. 2. Carroll, G., in panel discussion, J. Am. 
Geriat. Soc. 5:635, 1957. 3. Barnes, R. W.: Prostatitis, in Conn, F.: Current Therapy 1957, Philadelphia, 
W. B. Saunders Co., 1957, p. 353. 4. Barnes, R. W., in discussion of Chinn, J., and Bischoff, A. J.: Tr. West. 
Sect. Am. Urol. Ass. 22:189, 1955. 


NITROFURANS—a new class of antimicrobials—neither antibiotics nor sulfonamides al J. 
° 
EATON LABORATORIES, NORWIHtCH, NEW YORK 


FURADANTIN 


~ 
¥ 


table's: Siippositories 


chemically different - pharmacologically unique 
Clinically distinctive 
+ prompt and predictable action 
Tablets: work overnight without disturbing sleep;'-* 
taken before breakfast, act within six hours 
Suppositories: produce evacuation in 15-60 minutes*-® 
+ acts directly on colonic mucosa'® 
virtually no contraindications'~** 
very well 
dosage: Tablets: One to 3 (usually 2) at bedtime for bowel 
movement the following morning, or ¥2 hour before breakfast 


for a movement within six hours. 
Suppositories: One at time bowel movement is required. 


supplied: DULCOLAX® (brand of bisacodyl). Yellow enteric-coated 
tablets of 5 mg. in boxes of 6 and bottles of 100. Suppositories 
of 10 mg. in boxes of 6. Under license from C. H. Boehringer 
Sohn, Ingelheim. 


acts directly on colonic mucosa 
does not depend on systemic absorption 


references 

(1) Foertsch, A.: Deutsche med. Wchnschr. 78:916, 1953. 
(2) Frankl, R.: Medizinische No. 49:1587 (Dec. 5) 1953. (3) Krue- 
ger, H. H., and Piegsa-Quischotte, |.: Aerztl. Wchnschr. 8:891 
(Sept. 11) 1952. (4) Scheel, M.: Hippokrates 26:624, 1955. 
(5) Stockmeier, F.: Muenchen. med. Wchnschr. 95:1058, 1953. 
(6) Ganz, P., and Zindler, M.: Medizinische Ne. 29/30:1042, 
1955. (7) Kolshorn, R.: Muenchen. med. Wechnschr. 96:949, 
1954. (8) Clark, A. N. G.: Brit. M. J. 2:866 (Oct. 12) 1957. 
(9) Aue, H.: Medizinische Ne. 3:118, 1954. (10) Schmidt, L.: 
Arzneimittel-Forsch. 3:19, 1953. (11) Barth, H.: Deutsches med. 
J. 4:415 (Aug. 15) 1953. (12) Brandt, G., and Brandt, W.: 
Landarzt 30:589, 1954. (13) Vieth, H.: Therap. Gegenw. 94:60, 1955. 
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ARDSLEY, NEW YORK 
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US. Pat. No. 2,791,609 


Provides cline with intrinsicposéhey... 
“req. ring no extrinsic pojentiator 


Wide rangaief TETREX TETREX Capetiles; 250 mg: 
conver TETREX Podiatric Capsules, 190 mg. 
iont Forms for TETREX fntramusculor, 280 with 
: avery per of the Intramuscular, Nylecaive* 


Bristol BAL inc.. SYRACUSE, 


: In tetragycline therapy... 
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References: 

1. Boland, E. W.: California Med. 
88:417 (June) 1958. 2. Bunim, J. J., et 
al.: Arthr. & Rheum. 1:313 (Aug.) 1958 
3. Boland, E. W., and Headley, N. E.: 
Paper read before the Am. Rheum. 
Assoc., June 21, 1958, San Francisco, 
Calif. 4. Bunim, J. J., et al.: Paper read 
before the Am. Rheum. Assoc., 

June 21, 1958, San Francisco, Calif. 


in anti-inflammatory potency 


DECADRON “‘possesses greater anti-inflammatory potency 
per milligram than any steroid yet produced,’’' and is 

“the most potent steroid thus far synthesized."’? Milligram for 
milligram, it is, on the average, 5 times more potent than 
6-methylprednisolone or triamcinolone; 7 times more 

potent than prednisone; 28 times more potent than 
hydrocortisone; and 35 times more potent than cortisone. 


in dosage reduction 


Thanks to this unprecedented potency, DECADRON is 

“highly effective in suppressing the manifestations of 
rheumatoid arthritis when administered in remarkably small 
daily milligram doses.’’3 In a number of cases, doses as 

low as 0.5-0.8 mg. proved sufficient for daily maintenance. 
The average maintenance dosage in rheumatoid arthritis 

is about 1.5 mg. daily. 


in elimination and reduction of side effects 


Virtual absence of diabetogenic activity, edema, sodium or 
water retention, hypertension, or psychic reactions has been 
noted with DECADRON.'.?.3.* Other ‘‘classicai’’ reactions 

were less frequent and less severe. DECADRON showed no 
increase in ulcerogenic potential, and digestive complaints were 
rare. Nor have there been any new or “‘peculiar’’ side effects, 
such as muscle wasting, leg cramps, weakness, depression, 
anorexia, weight loss, headache, dizziness, tachycardia, or 
erythema. Thus DECADRON introduces a new order of 
magnitude in safety, unprecedented in corticosteroid therapy. 


in therapeutic effectiveness 

With DECADRON, investigators note ‘‘a decided intensification 

of the anti-inflammatory activity’? and antirheumatic potency.* 
Clinically, this was manifested by a higher degree of improvement 
in many patients previously treated with prednisteroids,* 

and by achievement of satisfactory control in an impressive 
number of recalcitrant cases.*.* 


in therapeutic range 

More patients can be treated more effectively with DECADRON. 
Its higher anti-inflammatory potency frequently brings 

relief to cases resistant to other steroids. Virtual freedom 

from diabetogenic effect in therapeutic dosage permits 
treatment of many diabetics without an increase in insulin 
requirements. Absence of hypertension and of sodium and 

fiuid retention allows effective therapy of many patients 

with cardiovascular disorders. Reduction in the incidence and 
severity of many side effects extends the benefits of 

therapy to numerous patients who could not tolerate other 
steroids. And a healthy sense of well-being, reported by nearly 
all patients on DECADRON, assures greater patient cooperation. 
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To treat more patients more effectively 
in all allergic and inflammatory disorders 
amenable to corticosteroid therapy 


DOSAGE AND ADMINISTRATION 
With proper adjustment of 
dosage, ily 


Be, 
be changed over to DECADRON 
from any other corticosteroid 
on the basis of the following 
milligram equivalence: 


One 0.75 mg. tablet of Decadron (dexamethasone) replaces: 


one 4 one 5 one 20 one 25 
methyiprednisoione or | prednisoione or | hydrocortisone | cortisone 
SUPPLIED: 


As 0.75 mg. scored pentagon- 
shaped tablets; also as 0.5 mg. 
tablets, to provide maximal 
individualized flexibility of 
dosage adjus' 


Detailed literature on DECADRON is available to physicians on request. 
*DECADRON is a trademark of Merck & Co., Inc. 
©1958 Merck & Co., Inc. 
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Miced and buffered formula 


effective bronchodilation, 
smucus-thinning and expectorant action. 


tains ami nophyiline; ephedrine, 


phenohar ital, 
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the flavor of fruit 
and a broad spectrum antibiotic 


SUMYCI 


TETRACYCLINE 


syrup / aqueous drops 


hew Sumycin Syrup 
An aqueous tetracycline suspension, 
phosphate potentiated, containing 
125 mg. tetracycline (hydrochloride 
equivalent) per 5 cc. teaspoonful. 
60 cc. bottles 


new Sumycin Aqueous Drops 
An aqueous tetracycline suspension, 
phosphate potentiated, containing 
100 mg. tetracycline (hydrochloride 
equivalent) per cc. 
aah 10 cc. bottles with the new, unbreakable 
- ++ delicious aqueous ‘FLEXIDOSE’ DROPPER 
suspensions to assure : Tetracyeline 
patient acceptance Also available: HC! (mg.) Packaging: 
for effective = Sumycin Capsules 250 mg. per capsule Bottles of 16 and 100 
tetracycline therapy a as, a Strength § 125 mg. per capsule Bottles of 16 and 100 


. children especially — — 1 dose vials 
will like their 2 Sumycin Intram 

tasty fruit flavor 


1 dose vials 


‘sumvoin'® ANO ARE SQUIBS TRADEMARKS @ ASTRA PHARMACEUTICAL PRODUCTS, INC. FOR LIDOCAINE. 
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A ‘Strasionic’ Antitussive + Dihydrocodeinone Resin —Phenyltoloxamine Resin 


Stop Useless Debilitating Cough of 


Acute respiratory infections Postnasal drip Pulmonary TB 
Chronic sinusitis Bronchiectasis Pulmonary TB with cold 
Pharyngitis Bronchogenic carcinoma Cigarette hack 
Bronchitis Cardiac decompensation Measies 


Natural Protection of Cough Mechanism 
Not Impaired 


Over 12,000 Clinical Observations Demonstrate 
Effectiveness 


(1) Chan, Y.T. and Hays, E.E., The American Journal of the Medical 
Sciences, August 1957; 


(2) Townsend, E.H., Jr., The New England Journal of Medicine, 
January 9, 1958; 


(3) Cass, Leo J. and Frederik, W.S., Annals of Internal Medicine, 
July 1958. 


Adults: 
TUSSIONEX 1 tsp. or tablet q 12h 
. Children: 
e SIX Gay inieri year ....... teaspoon q 12h 
sated aiid Over 5 years ....... 1 teaspoon q 12h 


Each teaspoonful (5c.c.) or tablet Tussionex provides 5 mg. 
dihydrocodeinone and 10 mg. phenyltoloxamine as resin complexes 


Rx only. Class B taxable narcotic. 


12 TUSSIONEX® tablets... 
a six day supply 


For Literature, Write 


STRASENBURGH 


Originators of ‘Strasionic’ (sustained ionic) Release 


R. J. STRASENBURGH CO., ROCHESTER, N. Y., U.S.A. 


Hour Cough Control with a Single Dose 


? 
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taken throughout the “autumn” of life... 


ELDEC 


comprehensive physiologic supplement 


help improve vitality during the “winter” years 


vitamins and minerals to maintain cellular function... 


enzymes to aid digestion... 
protein improvement factors yy 
to help maintain nitrogen balance... 
steroids to stimulate metabolism each Kapseal contains: | 
VITAMINS | 
Vitamin A 1,667 Units (0.5 mg.) } 
Vitamin B, mononitrate 0.67 mg. 1 
Ascorbic acid 33.3 meg. 
Nicotinamide 16.7 mg. 
Vitamin Ba 0.67 mg. 
Vitamin Bg 0.5 mg. 
Vitamin with intrinsic factor 
concentrate 0.033 USP Unit (oral) | 
Folic acid 0.1 mg. 
Choline bitartrate 6.67 mg. 
Pantothenic acid 
(as the sodium salt) 5 mg. 


MINERALS 
Ferrous sulfate (exsiccated) 16.7 mg. 
Caicium carbonate 66.7 mg. | 


DIGESTIVE ENZYMES 


Taka-Diastase® 20 mg. 
Pancreatin 133.3 mg. 


| 
lodine (as potassium iodide) 0.05 mg. 


PROTEIN IMPROVEMENT FACTORS 


-Lysine monohydrochloride 66.7 mg. 
di-Methionine 16.7 mg. 


GONADAL HORMONES 


Methy! testosterone 1.67 mg. 
Theelin 0.167 mg. 


DOSAGE: 
One Kapsea! three times daily before meals. 
Female patients should follow each 21-day course 
with a 7-day rest interval. 


PACKAGING: 
ELDEC Kapseals are available in bottles of 100. 
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PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 
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the ACE team 


has plenty of support 


For treating injuries to muscles or joints, 
ACE products provide the right combination 
of support and pressure. 


ACE Rubber Elastic Bandage amy 


ts made with controlled elasticity for controlled 
pressure, balanced weave for constant body. 
Over 35 years of manufacturing experience are behind 
this long-lasting, consistently reliable bandage. 


ACE-HESIVE Elastic Adhesive Bandage 


combines the elasticity and support 
of famous B-D quality cotton elastic 
with the added strength and holding properties 
of a specially developed adhesive backing. 


and now... ( 

a new reinforcement 
joins the line-up 

ACE Adherent (Aerosol) 


Sprayed on affected areas before bandaging, 
it prevents slipping of adhesive tape, 
bandages and dressings... reduces 
or eliminates allergic skin reactions. 
The convenient aerosol container saves loss \ 
through evaporation and residue waste— 
is so easy to handle! 


BECTON, DICKINSON AND COMPANY 
RUTHERFORD, N. J. 


B-D 


B-D, ACE AND ACE-HESIVE, T.m. REG. U.S. PAT. OFF. 
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Comments by investigators on 


@Methocarbamo!l Robins, U.S. Pat. No, 2770649) 


remarkably efficient skeletal muscle relaxant, JOURNAL 
unique in chemical formulation, and outstanding for 
sustained action and relative freedom from adverse 


REPERENCES: 1. Carpenter, B.: Southern Medical Journal 1958. 
. Forsyth, F.: J.A.M.A. 167:163, 1958. 3. Littie, 3. Mrs and Truitt, E. B., - Pharm. 


& Exper. Therap. 119:161, 1957. 4. Morgan, A. M., Truitt, E. B., Jr., and idee. ds M.: J. 
Am. Pharm. » Sel. Ed. 46:374, 1857. S. O'Doherty, D. S.. and Shields, C. D.1 J-A.M.A. 
and 


167:160, tess. Park, H. J.A.M.A. 1672168, 1958. 7. Truitt, Patterson, 
R. Exper. Bio. & Med. 95: — Pag 8. Truitt, E. . Patterson, R. B., 
Morgan, A. ™., and Little, J. M.: J, Pharm. Therap. ‘Test. 


Supply: Tablets (white, scored), 0.5 Gm., bottles of 50 and 500. 


A. H. ROBINS CO., INC., Richmond 20, Va. 
Ethical Pharmaceuticals of Merit since 1878 


THE JOURNAL 
Summary of four new published clinical studies: 


Robaxin Beneficial in 95.6% of Cases of Acute Skeletal Muscle Spasm'.>-°-© 


NO. 
PATIENTS 


CONDITION RESPONSE 


sTuDY 1* “marked” | moderate | slight 
spasm secondary to 
acute trauma 33 26 6 1 ' 


s 

“pronounced” THE JOURNAL | 
Herniated disc 39 ‘ 
Ligamentous strains 8 
Torticollis 3 
Whiplash injury 3 

Contusions, 
fractures, and 
muscle soreness 
due to accidents 5 


stupy 3° 


Herniated disc 
Acute fibromyositis 
Torticollis 


stupy 4° 


Pyramidal tract 
and acute myalgic 
disorders 30 


Souther 
\edical Journal 


TOTALS 138 104 28 4 
(75.3%) (20.3%) 
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(vitamin-minerals therapeutic, Lilly) 


The extended-range therapeutic vitamin-mineral tablet 


Now, prescribe faster recovery for your 
»P ry y Each Tablet Mi-Cebrin T supplies: 


patients... . from teen-agers to golden- Thiamine Mononitrate (B,)...... 15 mg. 
4 agers ... with only one Tablet Mi-Cebrin T 
‘4 a day Pantothenic Acid (as Calcium 
: Pantothenate, Racemic)...... 10 mg. 
Surgical patients,':?:* individuals suffering Vitamin B,, (Activity Equivalent) . . 7.5 mcg. 
plus sufficient Intrinsic Factor 
from febrile diseases,‘ patients with se- Concentrate to produce activity 
equivalent to that of 1/2 U.S.P. 
vere burns or injuries,':*’* and those under- APA unit (oral) ; 
q going any prolonged convalescence—all Ascorbic Acid (as Sodium 
snap back faster with potent nutritional hhieasrons (as Alphatocopheryl a 
y Vitamin A Synthetic . . .(25,000 units) 7.5 mg. 
¢ Mi-Cebrin T. Vitamin D Synthetic. . . (1,000 units) 25 meg. 
Contains also approximately 
lron (as Ferrous Sulfate). ...... 15 mg. 
: Copper (as the Sulfate) ....... 1 mg. 
Absorption Booster lodine (as Potassium lodide). . ... 0.15 mg. 
Cobalt (as the Sulfate). ..... oe 
Mi-Cebrin T is especially useful in geriat- Boron (as Boric Acid)... ..... 0.1 mg. 
rics. Along with vitamins and minerals, it Glycerophosphate). ........ 1. mg. 


Magnesium (as the Oxide). ..... 5& mg. 


provides intrinsic factor to “boost" absorp- tan 


tion of vitamin B,, in those elderly patients 

whose absorptive ability is impaired.*:” Zinc (as the Chloride)... ....% 1.5 mg. 
References: 

Dosage: 1 tablet a day, or more as needed. 1. J. Am. Dietet. A., 30:1256, 1954. 


2. Am. J. Clin. Nutrition, 3:501, 1955, 

3. Ann. Surg., 140:661, 1954, 

4, M. Clin. North America, 40:1473, 1956, 

5. J. Oklahoma M. A., 50:333, 1957. 

6. J. Am. Geriatrics Soc., 6:190 (March), 1958, 
7. Am. J. Clin. Nutrition, 5:651, 1957. 


Available: |n bottles of 30, 100, and 1,000 
at pharmacies everywhere. 


Litty 


QUALITY / RESEARCH INTEGRITY 


ELI LILLY AND COMPANY: INDIANAPOLIS 6, INDIANA, U.S.A. 
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WHEN 
BLOOD 
PRESSURE 
MUST 


AS IN THIS CASE’: 
Fundus of 62-year-old 
female who has had severe 
hypertension for many 
years. Photo shows effect 
of pressure at a-v 
crossings and various 
types of hemorrhage. 


In Serpasil-Apresoline the 

mild calming and antihyper- 
tensive effects of Serpasil 
complement the more marked 
antihypertensive action of 
Apresoline. Thus, Apresoline is 
effective in lower dosage, resulting in a notable reduction of side effects. “Hydral- 
azine [Apresoline] in daily doses of 300 mg. or less, when combined with reser- 
pine, produced a significant hypotensive effect in a large majority of our patients 


with fixed hypertension of over three years’ duration.’ 


1. Bedell, A. J.: Clin. Symposia 9:135 (Sept.-Oct.) 1957. 2. Lee, R. E., Seligman, A. M., Goebel, D., Fulton, L. A., and 
Clark, M. A.: Ann. Int. Med. 44:456 (March) 1956. 


SUPPLIED: TaBLets #2 (standard-strength, scored), each containing 0.2 mg. Serpasil and 50 mg. Apresoline hydrochloride. 
TABLETS #1 (half-strength, scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride. 


SERPASIL® (reserpine CIBA) 


APRESOLINE® hydrochloride ® = ® 
(hydralazine hydrochloride CIBA) 

SERPASIL®. APRESOLINE® hydrochloride = 

(reserpine and hydralazine hydrochloride CIBA) 


C | B A SUMMIT, N. J. 2/2538MK 
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THERAPY 


Without Todism 


Full doses of iodide medication canbe continued a year and longer with 
no apparent danger of iodism, provided you prescribe IODO-NIACIN. 
In a series of 59 cases of arteriosclerosis so treated, there was not a 
single case of iodism. 


Iodo-Niacin Tablets contain niacinamide hydroiodide 25 mg. with potas- 
sium iodide 135 mg.' 


The indications for Iodo-Niacin are the same as for potas- 
sium iodide; namely, arteriosclerosis, coronary sclerosis, 
angina pectoris, chronic bronchitis, bronchial asthma, 
sinusitis, simple colloid goiter, cretinism, hyperthyroidism, 
thyroid crisis, and preparation for thyroidectomy. 


In ophthalmology”, Iodo-Niacin has given good results in 
treatment of retinal and vitreous hemorrhages and vitre- 
ous floaters. 


The average adult dosage is 2 
tablets t.i.d. after meals, with 
half a glass of water. For chil- 
dren over six, 1 tablet. Supplied 
in bottles of 100 tablets, slosol- 
coated, pink. Also available in 
ampules. 


1 Am. J. Digest. Dis. 22:5, 1955. 
2 Am. J. Ophth. 42:771, 1956. 


Patent Pending 


Cole Chemical Company san 
3721-27 Laclede Ave., St. Louis 8, Mo. 


Gentlemen: Please send me professional literature 
and samples of IODO-NIACIN. 
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D RBANTYL FORTE. 


Dorbon Double st 50 mg. + dioctyl sodium Sulfosuccinate, 100 mg.) 


Pyridium assures prompt and continuous analgesia within 30 minutes—well 
before corrective measures can remove the cause. Prognosis improves with 
norma! voiding, and the infective risk of stagnant urine is removed. Alone, 
‘or with the urinary antibacterial of your ® 
choice, Pyridium provides rapid relief. PYRIDIUM 


(brand of phenylazo-diamino-pyridine HCl) morris Nn. 
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SQUIBB VITAMIN-MINERAL 


just one Engran tablet daily helps to assure a‘nutritionally 
perfect pregnancy—at real savings to the patient 


Each smati capsule-shaped tabiet provides: 


Vitamin A. U. S. P. Units 
Vitamin K (as menadione)... 
2 Thiamine Mononitrate 3 mg. 
Riboflavin 3 mg. 
Pyridoxine HCI ...! 2 mg. 
Vitamin Activity trat 2 mcg. 
‘ ; Folic Acid ..... 0.25 mg. 
-_Niacinamide 20 mg. 
Calcium 5 mg. 
Ascorbic~ Acid 75 mg. 
Caicium, elemental 
(as calcium 375 mg.)... 150 mg. 


elementa 
exsiccated, 33.6 mg.).... 10 mg. 


(as potassium iodide, 0.2. O15 mg. 
Potassium (as the sulfate) ‘ 5 mg. 
* Copper (as the sulfate) : 1 mg. 
Magnésium (@s the oxide)............ 6mg. 
Manganese (as the sulfate)........................ 1 mg. 
Zinc (as the: sulfate) 1.5 mg. 


‘oon Bottles of 100 and 1000. Also, Engran Term-Pak provides 270 tablets — 
* enough to fast until term, and then some —in a handsome reusable glass jar. 


after... 


SQUIBB 


for infants and children up to 4 years of age 


pleasant-tasting full vitamin support « in half the volume « lasts twice as long 


* Squeeze at A for 0.3 cc. Each 0.3 cc. of Engran Baby Drops contain: 
Vitamin 2500 Units 
Vitamin D.... .. 500 Units 
Riboflavin 
Nicotinamide.... 
Vitamin C.... 
Pyridoxine HCI 
d-Panthenol 
€ Vitamin Biz 
wi Supply: 15 cc. and 50 cc. bottles. Convenient Flexi- 
‘uy dose dropper assures atcurate dosage of 0.3 cc. 
Su “Engran’ ® “Term-Pak’ and ‘Flexidose’ are Squibb trademarks. 


SQUIBB © a Squibb Quality—the Priceless Ingredient 


t 
: 
ay 
| 
. 
PLE VITAMIN BABY DROPS 


PS 


urinary 


Mandelamine management is especially successful in chronic or resistant uro- 
genital infections. In sharp contrast to antibiotics and sulfonamides, Mandelamine 
may be used without risk of patient sensitization or bacterial resistance. And the 


vortant wo most patients. MAN DELAMINE 
portant to most patients. 


(brand of methenamine mandelate) morris Nn. J 
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THAT INCREASES 


POSITIVE EVIDENCE 


MUSCLE STRENGTH 
AND ENDURANCE 


in less than five months, record of squeeze-bulb test shows 
repetition frequency increased from 31 to 50 consecutive times 
in left hand—much improved in right.* 


*SQUEEZE-BULB MUSCLE ENDURANCE TEST 
Patient A.W ., female, age 71 


“Mediatric” therapy started at time of Repetition frequency 
first test and continued for 442 months: (consecutive times) 


Lefthand Right hand 
Isttest Feb.16,1954 : 31 58 
2nd test : July 1, 1954 : 50 67 


: 
4 
lll 
% 


| improved-musele endurance with steroid-nutritional 
therapy objectively demonstrated by physical tests 


uscle strength and endurance were determined by stiff-bulb test in a 

series Of older patients before and after “Mediatcic” cherapy. Improvement 

was measured by the increase in the number of times a patient could 

“squeeze the stiff bulb at a steady rhythm. Results of this test showed greatly 

; ndurance after continuous “Mediatric” therapy, even in short periods of 
time? During <his period, grip strength of these same patients was feasured with a dynamom- 

. eter, adjoin: range with a goniometer. These Snd other physica! rests also showed 
remerkable increase in scrength, endurance and coordination. 


Such tests have proved to be a valuable and reliable indication of the general improvement in 
muscle tone and progréss that may be obtained with “Mediatric” therapy. 


enhanced musc 


“Mediatric” contains estrogen and androgen in amounts that will help counteract. declining 
gonadal hormone secretion, maintain a positive nitrogen balance, and promote synthesis of 
protein in rouscle, bone and other tissues. . 


Combining both steroids and important nuttitional supplements such as vicarnin C, B,., other 
B vitamins and ferrous sulfate, “Meaiattic” brings about increase in physical strength, 
overcomes general malaise, easy fatigabiliry, lack of interest and vague pains in the bones and 
joints, Im addition, “Mediceric” improves mental outlook and its general “tonic” effect is of 
especial benefit co your patient. 9 


ror better healeh and vigor im the older patient 


gen: equine (Premarin”@). O25 me. Pyridoxine HC! 30 mg 
NUFRITIONA SUPPLEMENTS Parton: sulfate 30.0 mag. 
ars 
with titrinsic factor ...1/6 USP. Uns HCI... 10 


Suggested Dosages: Male — or 1 tables daily, or axvequired, Female — | capsule or ! tables daily, or as required, 
21 day courses with period of one week between courses. 

Supplied: Capinles — No. Bossles vf 30, 100, and 1,000. Tablets — No. 752 — Bortles of 100 end 1,000. 

available: “Mediatric” — No. 910.= Bottles of 16 fwidouwnces and | gallow. 


Ayerse Labotwrocies New York 16,N-¥. * Montreal, Canad 


R. M., ond Dovinson, Mut Presented before the Third Congress of 
the of Gerontology, London, Enghemd, Judy 19-23, 1954. 
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voids the colo 


physiologic 


for pregnant, posto 
patients, 
cases constipation 


vated anticholiner 


blocking 


STANDARD LABORATORIES, INC. 


propulsion 
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and gentle 


flushing. Ideal 
geriatric 


> 


“l 


nduced aggra- 
and ganglionic 


*Gasster, M.: Med. Times, to be published. 


Morris Plains, N.J. 
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(CHLOROTHIAZIDE) 


FORD, R. V., Rochelle, J.B.111, Handley, C. A., Moyer, J. H. and Spurr, C. L.: 
J.A.M.A. 166 :129, Jan. 11, 1958. 


“. . in premenstrual edema, convenience of therapy points to the selection of 
chlorothiazide, since it is both potent and free from adverse electrolyte 
actions.” In the vast majority of patients, "DIURIL" relieves or prevents the fluid 
“build-up” of the premenstrual syndrome. The onset of relief often occurs 
within two hours following convenient, oral, once-a-day dosage. 'DIURIL' is well 
tolerated, does not interfere with hormonal balance and is continuously 
effective—even on continued daily administration. 


DOSAGE: one 500 mg. tablet "DIURIL' daily—beginning the first morning of 
symptoms and continuing until after onset of menses. For optimal therapy, 
dosage schedule should be adjusted to meet the needs of the individual patient. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL" (chlorothiazide) ; 
bottles of 100 and 1,000. 


Diurit is a trade-mark of Merck & Co., Inc, 


MERCK SHARP & DOHME Division of MERCK & CO., Inc., Philadelphia 1, Pa. Oo) 
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Distress 
Distention 
Discomfort 


. 
ANY INDICATION FOR DIURESIS IS AN INDICATION (AY \ 
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Reports on studies of in vitro activity of CHLOROMYCETIN over the past few years indicate that this 
antibiotic has maintained its effectiveness against most strains of staphylococci.’ “...Staphylococci 
do not acquire resistance to chloramphenicol [CHLOROMYCETIN] as they do to other antibiotics, in 
spite of heavy use of chloramphenicol [CHLOROMYCETIN].” 


These in vitro studies are borne out by excellent clinical results withcHLOROMYCETIN in treatment 
of patients for severe staphylococcal infections, including staphylococcal pneumonia,* postoperative 
wound infections,° postoperative parotitis,” and puerperal breast abscesses.* 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of forms, including Kapseals® of 250 mg., 
in bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic egent and, because certain blood dyscrasias have been associated with 
its administration, it should not be used indiscriminately or for minor infections. Furthermore, as with certain other 


drugs, adequate blood studies should be made when the patient requires prolonged or intermittent therapy. 


REFERENCES: (1) Royer, A., in Welch, H., & Marti-Ibafiez, F: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 
1958, p. 783. (2) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 101:397, 1958. (3) Koch, R., & Donnell, G.: California Med. 87:313, 
1957. (4) Roy, T. E.; Collins, A. M.; Craig, G., & Duncan, I. B. R.: Canad. M. A. J. 77:844, 1957. (5) Cooper, M. L., & Keller, H. M.: 
J. Dis. Child. 95:245, 1958. (6) Caswell, H. T., et al.: Surg., Gynec. & Obst. 106:1, 1958. (7) Brown, J. V.; Sedwitz, J. L., & Hanner, J. M.: 
U.S. Armed Forces M. J.; 9:161, 1958. (8) Sarason, E. L., & Bauman, S.: Surg., Gynec. & Obst. 105:224, 1957. 
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IN VITRO SENSITIVITY OF STAPHYLOCOCCI FROM THREE FOC! OF INFECTION 
TO CHLOROMYCETIN FROM 1953 TO 1957° 


JANUARY-JUNE, 1957 


respiratory 
OCTOBER, 1955-MARCH, 1956 
respiratory 
JUNE-DECEMBER. 1953 
respiratory 86.0% 
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* Adapted from Royer.t 36258 
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‘tprompt, aggressive 
antibiotic action 

ta reliable defense against 
monilial complications 


both are often needed when 
bacterial infection occurs 


for direct strike infection 
Mysteclin-V contains 
phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pena bacteria, certain rickettsias, |! 
certain large viruses, and Endamoeba histolytica). C 


It provides the new chemical form of the world’s most widely prescribed broad spectrum antibiotic. fi 


It provides unsurpassed initial blood levels—higher and faster than older forms of tetracycline—for the most 
rapid transport of the antibiotic to the site of infection. i 


AND ARE SQUIBB TRADEMARKS 


SQUIBB 


Squibb Quality—the Priceless Ingredient 
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Capsules (250 mg./250,000 u.), 
bottles of 16 and 100. 
Half-strength Capsules (125 mg./125,000 u.), 


bottles of 16 and roo, 


Suspension (125 mg./125,000 u. per 5 cc.) 


60 cc. bottles. 


Pediatric Drops (100 mg./100,000 u. per cc.). 
10 cc. dropper bottles. 


for protection against 


Mysteclin-V contains Mycostatin 


It provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific action against 
Candida (Monilia) albicans. 


‘[It acts to prevent the monilial overgrowth which frequently occurs whenever tetracycline or any other broad 


spectrum antibiotic is used. 


It protects your patient against antibiotic-induced intestinal moniliasis and its complications, including vaginal 
and anogenital moniliasis, even potentially fatal systemic moniliasis. 


MYSTECLIN- 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 
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| A CIBA Documentary Report 


How clinicians 


evaluate 


the safety and effectiveness 


of RITALIN’ 


as a psychic stimulant 


CONDITIONS TREATED 


RESULTS 


| COMMENTS ON SAFETY 


Depression accompanying chronic 
illness and convalescence from 
short-term illness; mild depression 
induced by life pressures; over- 
tranquilization. 


“The drug gave a pla- 
teau type of stimulation, 
smooth onset, with no 
euphoria . . . The effect 
lasted about four hours, 
gave the patient a feeling 
of well-being . . .” 


“The side effects of Ritalin are 
minimal.” ‘““The work showed that 
the drug had no effect on blood 
pressure, the blood count, urine 
or blood sugar, did not depress 
the appetite, and produced no 
tachycardia.”"! 


Lethargy, fatigue and emotional 
depression secondary to chronic 
illness in elderly patients; mild 
‘ depression secondary to short- 
term illness. (Twenty-three ‘“‘nor- 
mal,” healthy people also received 
the drug.) 


“For the entire 112 pa- 
tients 66 per cent showed 
marked improvements 
[obvious drug effect and 
mood improvement] . . .” 


“No serious side reactions were 
noted . . . In no case was it nec- 
essary to stop the drug. No evi- 
dence of significant effect upon 
blood pressure or pulse has been 
found. This is particularly inter- 
esting, since these side effects have 
been common with other mood 
elevating drugs. . 


Drug-induced psychophysiologic 
depression; physiologic after- 
effects of certain anesthetics; bar- 
biturate intoxication; moribund 
states due to systemic infection. 
(All patients were epileptic, 
mentally retarded and/or brain 
damaged.) 


“All except two fof 129] 
patients responded to the 
initial injection [of paren- 
teral Ritalin] within 114 
to 15 minutes.” 


“In no instance was there any 
evidence of untoward effects.” 
.. the very poor basic physical 
condition of our patients in this 
study, those associated with pro- 
found chronic brain damage, ac- 
centuates the safety of parenteral 
Ritalin .. 


DOSAGE: Oral: Dosage will depend upon indication 
and individual response. Many patients respond to 
10 mg. b.id. or tid. Others will require 20-mg. 
doses. In a few cases, 5-mg. doses will be adequate. 
If inability to sleep is encountered, last dose should 
be given before 6 p.m. Parenteral: 10 to 30 mg., intra- 
venously or intramuscularly. RITALIN® hydrochlo- 
ride (methylphenidate hydrochloride CIBA) 


REFERENCES: 1. Natenshon, A. L.: Dis. Nerv. System 
17:392 (Dec.) 1956. 2. Landman, M. E., Preisig, R., and 
Perlman, M.: J. M. Soc. New Jersey 55:55 (Feb.) 1958. 
3. Carter, C. H., and Maley, M. C.: Dis. Nerv. System 
18:146 (April) 1957. 
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NA BREAKTHROUGH /IN DIABETES 


Just last year, a new chapter began in the treatment of diabetes: Orinase 
became available for general clinical practice. Today, more than 300,000 diabet- 
ics are enjoying the advantages of oral management. This extensive experience, 
reinforcing the findings of hundreds of investigators in research centers all over 
the United States, has confirmed that Orinase is both safe and effective in the 
majority of adult, stable diabetics. And we now know that the significance of 
Orinase goes even further. 


Before Orinase, research in diabetes was moving ahead slowly. Pathogenesis of 
the disease remained an enigma, and the mechanism of insulin action con- 
tinued to elude investigators. Nor was any explanation forthcoming for the 
different types of diabetes mellitus, the progressive nature of the disease, or 
for the wide range of insulin requirements. 


Clinically, too; there was much to be desired: the lifelong regimen of daily 
injections, the rigid meal schedules, and, above all, the constant threat of hypo- 
glycemia. To the patient, these meant a life centered around his disease; to the 
physician, the ever-present danger of complications. 


And now, one year after the introduction of Orinase, what has experience 
taught us? What has Orinase meant to practicing physicians, to patients, to 
investigators? What can we expect of the future? In briefest summary, this is 
where the evidence points: 


Diabetes mellitus does not appear to be a single pathological entity. ‘There are 
several types of diabetes mellitus. The most common is “Orinase-positive” 
diabetes, in which administration of Orinase induces release and utilization of 
the patient’s endogenous insulin. 


In “Orinase-positive” diabetics, Orinase achieves better control than injections 
of exogenous insulin. 
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CRITERIA OF PATIENT SELECTION: 


INCIDENCE OF SIDE EFFECTS: 
(transitory skin rash, nausea, etc.) 


ESSENTIAL CONDITION 
FOR RESPONSE TO ORINASE: 


PRIMARY MODE OF ACTION OF ORINASE: 
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ONE YEAR AGO-1957 


Orinase was officially released for prescription 
on June 3, 1957. Prior to its release, it had 
been thoroughly and painstakingly tested in 
more than 20,000 patients. ' 


20,000 


Adult, stable diabetes 
(onset around 40 years of age) 


Only 3% 


None 


Functional pancreas 


Unknown 


Juvenile diabetes...brittle diabetes...history 

of coma, acidosis, or ketosis...fever... 

severe trauma...gangrene...diabetes adequately 
controlled by diet alone. 
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ONE YEAR LATER-1958 


Today, Orinase is a routine therapeutic agent in the management of 
hundreds of thousands of diabetics. Numerous clinical 

observations confirm its efficacy and have brought to light many new, 
additional benefits of Orinase therapy. 


Over 300,000 


Age: 40+ (at onset) 

Insulin: 40—(daily requirements) 

These are typical criteria for the candidate most likely to respond to Orinase. However, 
diabetics with an earlier development of the disease also deserve a careful trial with Orinase, 
because Orinase has been found effective in many of the 20 to 40 age-of-onset diabetics. 


Approximately 3% (side effects continue to be mild and transitory — 
drug withdrawn for these effects in only 1.6%) Re 


None 


Functional beta cells of the pancreas 


In the presence of a functional pancreas, Orinase effects the production 
and utilization of native insulin via normal channels. 


Juvenile diabetes...brittle diabetes...history of coma, acidosis, or ketosis... fever... 
severe trauma...gangrene...diabetes adequately controlled by dietary restriction alone. 


6 GP December 1958 285 


= 
— 


Objective advantages of Orinase 


Intensive diabetic research, stimulated by the introduction of Orinase, 
has led many investigators to revise the very concept of diabetes as a 
single clinical entity, and to coin the term “Orinase-positive” diabetes. 
Oral therapy of “Orinase-positive” diabetics presents the following 
advantages: 


Better control of diabetes 
Orinase-responsive patients show more stable blood sugar levels and less glycosuria on 
Orinase than on insulin. Because Orinase acts via endogenous insulin, daily control of 
diabetes is smoother; “peaks and valleys” typical of exogenous insulin are leveled out. 


Greater freedom from hypoglycemia 
Patients on Orinase rarely experience hypoglycemic reactions. Even when hypoglycemia 
does occur, it is milder and more amenable to therapy than insulin (hypoglycemic) reactions. 


Side effects—few and minor 


Side effects attributable to Orinase occur in about 3% of cases, and only half of these 
necessitate withdrawal of Orinase. Most common are skin rashes or mild G. I. upsets. 


No known toxicity 
Careful observations of large series of patients maintained on Orinase for more than two 
years revealed no damage to the liver, blood, kidneys, or pancreas. Orinase is not goitrogenic. 


Painless management of diabetes 


‘ite Simple, easy, oral administration eliminates subcutaneous fat atrophy and frequent allergic 
reactions to insulin. 
eth No increase in insulin requirements 

nae Even after prolonged Orinase therapy, patients scarcely ever show any increase in insulin 
rey requirements. In fact, such increase on Orinase is less common than on insulin. 

2 No impairment of diabetic status 

ie Orinase therapy wee not aggravate the wanna diabetic pathology. In some cases, there 
fF « may be an actual improvement or even a remission. 
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QUALITY OF DIABETIC CONTROL IN 100 PATIENTS 


ON ORINASE COMPARED WITH CONTROL ON INSULIN* 


Control rating: 


BETTER CONTROL OF 
DIABETES WITH ORINASE 


NO INCREASE 


IN INSULIN REQUIREMENTS ON ORINASE* 


Change in average insulin 
requirements of 30 diabetics 
resuming insulin after 

1-15 months on Orinase 


Change in average 
insulin requirements 

of 100 diabetics after 
one year of insulin alone 


before after 
Orinase Orinase 


32.5 32.9 


units units 


Requirements 
one year later 


Requirements 
at the start 


1. Based on the data of McKendry, J. B. R.; Kuwayti, K., and Sagle, L. A.: Canad. M. A. J. 77:429 (Sept. 1) 1957. 
2. Based on the data of Pfeiffer, E. F.: J. Endocrinol. 15:xIviil Qune) 1957. 
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Subjective advantages of Orinase 


“The extreme satisfaction of patients whose conditions are now 


controlled with tolubutamide is immeasurable.” 
Breneman, J. C.: J.A.M.A. 164:627 (June 8) 1957. 


ORINASE HELPS TO CORRECT MAJOR DISLOCATIONS IN THE LIFE PATTERN OF DIABETICS 


Orinase tends to restore emotional balance 
Diagnosis of diabetes, usually coming late in life and carrying with it a long sentence of 
daily fear and anxiety, profoundly upsets the emotional balance of the average patient. 
Adjustment to radical changes in daily living is difficult. Daily injections, special meal 
schedules, and new limitations on activities make the patient feel “set apart.’” Oral therapy 
simplifies life, brings it closer to normal, helps restore a cheerful, hopeful outlook. 


Sense of personal freedom regained on Orinase 
No longer tied to a refrigerator, sterilizing apparatus, nearest restaurant, and rigid sched- 
ules, a diabetic on Orinase can enjoy travel and a variety of personal activities, free from 
the tyranny of the clock and the threat of hypoglycemia. 


Orinase makes diabetes easier on the patient’s family 
With no dependence on members of the family for diabetic care, the patient can resume a 
more normal place in the family circle. 


Orinase permits occupational continuity 
Because of the hazards of hypoglycemic shock, some diabetics are forced to give up their 
customary occupations, or must limit and curtail their working hours—as may be the case 
with traveling salesmen, business executives, and others with unpredictable work schedules. 
On Orinase, patients usually can continue their normal occupations. 


Normal social life made possible by Orinase 
“Orinase-positive” diabetics can visit their friends, without the embarrassing necessity of 
meals at special hours...can participate in community life and social events in a more 
normal fashion. 


Stability and sense of well-being on Orinase 
Patients report an increased sense of stability and well-being...they are less irritable... their 
~ mood and outlook are improved. 
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ADDED ADVANTAGES OF ORINASE IN DIABETICS WITH SPECIAL PROBLEMS 


IN THE DIABETIC WITH CARDIOVASCULAR 
COMPLICATIONS, Orinase helps avoid 


superimposed hypoglycemic stress 


IN THE OBESE DIABETIC, Orinase helps 
reinforce dietary discipline 


IN THE DIABETIC WITH FEAR OF INJEC- 
TIONS, Orinase affords greater equa- 
nimity through oral control 


IN THE DIABETIC WITH HYPERTENSION, 
Orinase reduces the pressure of rigid 
schedules 


IN THE DIABETIC WITH TREMOR, Orinase 
overcomes the possibility of inaccurate 
self-injection 


IN THE DIABETIC WITH IRREGULAR WORK- 
ING HOURS,. Orinase removes the “tyr- 
anny of the clock” from the patient’s 
therapeutic regimen © 
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Jane D., a successful commer- 
cial artist, now 32 years of age, 
had a sudden onset of diabetes 
in her early twenties after go- 
ing through what seemed an 


unduly prolonged and difficult 
recovery from a severe infec- 
tion. At that time, she also 
experienced concomitant emo- 
tional upsets. When the diag- 
nosis of diabetes was confirmed 
by a fasting blood sugar of 
230 mg. per 100 cc. and 4 plus 
sugar in the urine, Jane was 
placed on 40 units of NPH 
insulin in the morning, and 5 
units at night to prevent noc- 


J.D.—FEMALE-AGE 32 


turnal hyperglycemia. She was 
ordered to maintain arestricted 
diet. Good control was estab- 
lished after a few hypoglycemic 
episodes secondary to disrup- 
tion of her meal schedule. 
When she returned to her 
drawing board after her illness 
and began her diabetic regi- 
men, Jane found that her abil- 
ity to function was impaired. 
She “felt ashamed” of her dia- 
betes and refused to discuss it 
with anyone. She described 
herself as “limited emotion- 
ally” in both her business and 
social life. She “cheated” on 


her diet and suffered accord- 
ingly, physically and psycho- 
logically. Because her work as 
an artist required her to con- 
form to demands of clients for 
business meetings at odd hours 
and to complete assignments 
on rigid deadlines, she found 
herself under increasingly 


A New Lite in THE 
ORINASE 


EPOCH 


severe tensions. These, and her 
somewhat exaggerated fears of 
possible hypoglycemic reac- 
tions, carried over into her 
social activities as well. 


The transfer to Orinase 


Ten months ago, Jane’s physi- 
cian successfully transferred 
her from insulin to oral con- 
trol with Orinase, establishing 
excellent balance on 0.5 Gm. 
t.i.d. Although she had become 
inured to her insulin injec- 
tions, she found other factors 
in the oral medication provid- 
ing definite advantages: less 
effort; emotional release from 
many of her former fears and 
tensions; greater freedom to 
work on irregular schedules; 
and ability to confront possible 
disruption of her mealtime. 

Jane D. now leads a more 
normal existence. She is able 
to work consistently despite 
her irregular schedule. She is 
more relaxed in all her activ- 
ities, and finds that her “con- 
sciousness of diabetes” has 
been virtually eliminated. 
This case, illustrating some of 
the changing aspects of dia- 
betes control offered by oral 
management, is based on actual 
clinical data. 


GP Volume XVili, Number 6 


g 
=e 


i 
| 
291 
GP December 1958 | 
| 
| 


THE 
ORINASE 


BREAKTHROUGH FOR THE PATIENT 


A more normal, more secure life for the majority of diabetics. 


BREAKTHROUGH FOR THE PHYSICIAN 


Smoother control, free from the danger of hypoglycemic shock. 


BREAKTHROUGH FOR METABOLIC INVESTIGATORS 


New stimulus and new evidence in searching for the final 
answers to diabetes. 


GP Volume XVIII, Number 6 


Ls 
4 

‘ 

: 

{ 

q 

q \ 
292 
} 


of Orinase, does not 
evelop a careless attitude 


Perhaps the 

effective sulfonamide 
available today 
for urinary infections 


Continuing studies show that Elkosin is one of the safest and 

’ most useful antibacterial agents known today. For example: 
“... recently the results of sulfisomidine [Elkosin] therapy 
were evaluated in 55 additional patients with urinary tract 
infections. . . . 31 were cured; 4 showed a good response . . . 
With no attempt made to maintain an adequate daily fluid 
intake or alkalinization of the urine, no renal or hematopoi- 
etic toxicity occurred.”* 


For systemic infections, too, Elkosin therapy is sourfd therapy. 
*Rutenburg, A. M.: Ann. New York Acad. Sc. 69:389 (Oct. 12) 1957. 


e SUPPLIED: TABLETS, 0.5 Gm, (white, 
double-scored). 
SYRUP (strawberry-flavored), 


0.25 Gm. per 4-ml. teaspoon. 
(sulfisomidine CIBA) 


SUMMIT, N.J. 
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CAPSULES 
(black and white) 
250 mg., 125 mg. 


COSA-TETRASTATIN* 


glucosamine potentiated tetracycline with nystatin 
antibacterial plus added protection against 
monilial superinfection 
CAPSULES (black and pink) 250 mg. Cosa-Tetracyn, 
(with 250,000 u. nystatin) 


ORAL SUSPENSION 125 mg. per tsp. (5 cc.) Cosa- 
Tetracyn, (with 125,000 u. nystatin), 2:0z. bottle 


ORAL SUSPENSION 
(orange-flavored) 
125 mg. per tsp. (5 cc.), 2 oz. bottle 


: Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, W. W., and Staffa, A. W.: Ant. Med. 
Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and Bartlett, G. R.: Glucosamine and Leukemia. Proc. Soc. a Med. 84:41 
M.: 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 1958. 6. Cornbleet, T.; Chesrow, E., 
& Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., Bamford, J., and Bradley, W.: Ant. Med. 
1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958. : 


COSA-TETRACYN 


GLUCOSAMINE POTENTIATED TETRACYCLINE 


NEW! PEDIATRIC DROPS 
(orange-flavored) 5 mg. per drop, 
calibrated dropper, 10 cc. bottle 


COSA-TETRACYDIN* 


glucosamine potentiated tetracycline-analgesic- 
antihistamine compound 


For relief of symptoms and malaise of the common 
cold and prevention of secondary complications 


CAPSULES (black and orange) Ea. capsule contains: 
Cosa-Tetracyn 125 mg. . phenacetin 120 mg. . caffeine 
30 mg. - salicylamide 150 mg. . buclizine HCl 15 mg. 


4 

| 
& 
1 
| 


Proven'‘in research 


» 1. Highest tetracycline serum levels 
2. Most consistently elevated serum levels 
3. Safe, physiologic potentiation (with a natural human metabolite) 


And now in practice 


ine § 4 More rapid clinical response 
5. Unexcelled toleration 


led. Science for the world’s well-being 
PFIZER LABORATORIES 
¥ Div., Chas. Pfizer and Co., Inc. 


Brooklyn 6, New York * Trademark 
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effective in 6 out of 7 cases of functional vomiting'— often 
associated with intestinal “flu’’ or G.I. grippe. Rapidly effec- 
tive...economical...and safe physiologic action usually 
eliminates need for potentially hazardous antiemetic drugs. 
Also established for safe relief of ‘morning sickness."*? 


Dose: children, | or 2 tsp.; adults, | or 2 tbsp.; repeat at 15-minute 
intervals until vomiting ceases. In bottles of 3 and 16 fl.oz. containing 
balanced amounts of levulose and dextrose with orthophosphoric acid 
at optimally adjusted pH. DO NOT DILUTE. 


|. Bradley, et al.: J. a 38:41, 1951. 2. Crunden, A. B., Jr., and Davis, W. A.: 
Am. J. Gynec. 65:31! 


KINNEY & COMPANY, INC. COLUMBUS, INDIANA 
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‘idiopathic types. Well te ler. 
prolonged of 
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ANTIHISTAMINE ACTION 
WITHOUT SEDATION 


SYSTEMIC DECONGESTION 
WITHOUT SIDE EFFECTS 


ANALGESIC-ANTIPYRETIC ACTION 
WITHOUT DRUG STIMULATION 


ANTI-STRESS VITAMIN TO 
MAINTAIN TISSUE INTEGRITY 


“THERUHISTIN” — Newest type of antihistamine for 
control of excessive nasal secretion and congestion — highly 
potent (92 per cent effective)! yet unusually free from side 
effects —Jess than one per cent incidence of drowsiness. 


1-Phenylepbrine — Unusually long-acting oral vasocon- 
strictor4 relieves nasal blockage, promotes better drainage — 
without local pathologic changes reported with topical 
agents. Relieves bronchial spasm. 


Aspirin and Phenacetin — Analgesic-antipyretic 
synergists, to relieve fever, aches and pains. Freedom from 
antihistamine drowsiness obviates need for drug stimulants. 


Ascorbic Acid — High levels of vitamin C aid in preventing 
nasal edema due to impaired vascular and mucous membrane 
integrity,’ and replenish adrenal ascorbic acid reserves.6 


for symptomatic relief of colds, hay fever, and sinus congestion 


Each tablet contains: 

Isothipendyl HCI (“Theruhisting) 

/-Phenylephrine HCl . . 

Ascorbic Acid. . . . . « . 100mg. 


DOSAGE: Adults, 2 tablets initially. Thereafter, and 
until symptoms disappear,‘1 tablet every four hours. 
Children (6 to 12), half the adult dose. 


SUPPLIED: Bottles of 100 and 1,000 tablets. 


REFERENCES: 1. New and Unused Therapeutics Committee, Am. Coll. Allergists: 
Ann. Allergy 16:237 (May-June) 1958. 2. Spielman, A. D.: Ann. Allergy 16:242 
(May-June) 1958. 3. Spielman, A. D.; New York J. Med. 57:3329 (Oct. 15) 
1957. 4. Hunnicutt, L. G.: Bull. Vancouver M. A. 28:348 (July) 1952. 5. Hunni- 
cutt, L. G.; Bull. Vancouver M. A. 28:352 (July) 1952. 6. Pirani, C. L.: 
Metabolism 1:197 (May) 1952. 


cA yerst Laboratories, New York 16, N.Y. + Montreal, Canada 
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new safety 

in oral 

iron therapy 


HYPOVENTHATION AND f f h ti 

f '. “the problem of acute toxicity of q oT chelation 
iron must now be seriously con- 
sidered ... an increasing number of 
neap-datal and fatal poisonings have 
| been reported after the accidental 
ingestion of iron by children.” chelate 


* 
| iron therapy 


OBSERVATIONS ON 
C, Scheffer, 


j much less than that of ferrous — with 


sulfate...”* 
*Pranklin, M., et al.: Chelate Loon Therapy, 
J.A.M.A, 16621685, Apr. 5, 1958, 


(Iron Choline Citrate) 
the new chemohematinic for oral iron 
therapy... notably effective... 
exceptionally well tolerated...unusually 
safe even on accidental overdosage 


TABLETS _ Frrrouip Tablets supply 1.0 Gm. 
iron choline citrate,t equiv. 120 mg. 
elemental iron and 360 mg. choline base. 
Bottles of 100, 1000. 

SYRUP_| fl.oz. Ferrotip Syrup provides 
120 mg. elemental iron, equiv. 3 tablets. 
Pints and gallons. 

PEDIATRIC DROPS _ Fach cc. FERROLIP 
Pediatric —y provides 16 mg. elemental 
iron, 48 mg. choline base. In 30-cc. 
unbreakable plastic squeeze bottles. 

also available 

FERROLIP obduring pregnancy 

Bottles of 60, 100, 1000 tablets. 

FERROLIP plus for macrocytic and microcytic 
anemias. Bottles of 100, 1000 capsules. 
Also: Ferrouip plus Liquid, in 8-fl.oz., pint, 
and gallon bottles. 


& COMPANY 


Decatur, Ilinois 


tU. S. Pat. 2,575,611 
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for relief of cough 
oughs due to colds or al 
me important benefit fit of AMBENYL EXPECTORANT in the treatn : ae 

colds or allergies is its ntihistaminic 

E, DAVIS & ANY - DETROIT 32,MICHIGAN | )- . 


... the person 
even more disappointed 
and unhappy 
is your patient 


Inaxar 


2-hydroxy 2-phenylethyl carbamate 


a new, different chemical structure—unlike 
any other skeletal muscle relaxant currently 
available—is 


e consistently effective in the majority of cases 
e long acting: no fleeting effects 
@ free of adverse side effects frequently 


encountered with tranquilizers and 
other muscle relaxants 


Dosage: One or two tablets t.i.d. 
Supplied: 200 mg. tablets in bottles of 50. 


Indieations: Low back ache; muscle strains and 
pains; frozen shoulder; stiff neck; bursitis; 
rheumatic joint pains. 


ARMOUR PHARMACEUTICAL COMPANY 
KANKAKEE, ILLINOIS 
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Cold 


Neo-Synephrine now has three complementary compounds added to its own depend- 
able, decongestive action for more complete control of the common cold syndrome. 


The “syndromatic” action of Neo-Synephrine Compound Cold Tablets brings new and 
greater effectiveness to the treatment of the common cold syndrome. 


protection. ... through the full range of common cold symptoms 


Each tablet contains: 


for NASAL STUFFINESS, TIGHTNESS, RHINORRHEA 


NEO-SYNEPHRINE HC! 5 mg........... First choice in decongestants for its mild but durable 
action and excellent tolerance. 


for ACHES, CHILLS, FEVER ca 


ACETAMINOPHEN 150 mg. ........... Dependable analgesic and antipyretic 


for RHINORRHEA, ALLERGIC MANIFESTATIONS % 


THENFADIL® HCl 7.5 mg. ........+-.+. Effective antihistaminic to relieve rhinorrhea and 
enhance mucosal resistance to allergic complications. 


for LASSITUDE, MALAISE, MENTAL DEPRESSION 4 


CAFFEINE 15 mg. 


DOSE: Adults: 2 tablets three times daily. 
Children 6 to 12 years: 1 tablet three times daily. 


d Thenfodil (brand of AIM AT + NEW YORK 18, ¥. 


for “Syndromatic” Control of | 
Cg the Common Cold and Allergic Rhinitis — 
Neo-Synephrine (brand of phenylephrine) 
r6 
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In emphysema, chronic bronchitis and 


other pulmonary disorders, Choledyl re- ‘3 

lieves bronchospasm, directly stimulates 

the respiratory center, increases vital ca- 

pacity. After two weeks on Choledyl, : 


patients usually display a marked re- (brand of oxtriphylline) 
duction in wheezing and coughing .. . betters breathing... 
breathing becomes easier. Well-tolerated, forestalls the crisis 
highly soluble Choledyl gives long-term 

protection—with virtually no gastrointes- 

tinal irritation. 
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EASY DOES IT 
FOR LIVE-ALONERS 


Easy, economical way to insure 
adequate nutrition for older pa- 
tients .-- especially live-aloners. 
Gerber Strained and Junior 
(minced) Foods require no cooking 
_ . . just heat and serve. Small-size 
containers for individual servings 
minimize waste. Readily available 
at all grocery stores. - af about 
10¢ to 23¢ per serving! 


| Over 85 Gerber Strained and 
| Junior Foods provide ample va- 
riety for a well-balanced diet for 


gary FOODS 


Gerber 


geriatric patients with no gastro- 
intestinal difficulties. The Strained 
varieties are mildly seasoned and 
have @ smoothly pureed consis- 
tency; the Junior varieties have 4 
somewhat heavier minced texture. 
All are specially processed for 
maximum retention of nutritive 
values and to preserve attractive 
colors and appetizing flavors. 


\a 
| 
¢ 
PROD ucTS 
FREMONT, MICHIGAN 
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ANNOUNCING 


a significant 
medical advance 
in peripheral vascular 


disorders 


CYCLOSPASMOL 


Cyclandelate (3,5,5-Trimethyicyclohexyl Mandelate), Ives-Cameron _ Patent No. 2,707,193 


IVES-CAMERON 
COMPANY 


Philadelphia 1, Pa. 
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Orally effective 
e Clinically proved—widely studied 
e Well tolerated—notably few side-effects 


CYCLOSPASMOL provides a reliable, effective oral treatment for periph- 
eral vascular diseases—vasospastic and occlusive. By its direct action 
on vascular musculature, CYCLOSPASMOL causes vasodilatation. It, 
therefore, promotes optimal tissue response and healing. 


“The criteria of success were not only the clinical course, but also 
objective symptoms, such as claudication time, healing of extensive 
gangrenous lesions, and skin temperature.’ 


For control of intermittent claudication in: 
Arteriosclerosis obliterans 
Raynaud’s disease 
Buerger’s disease (thromboangiitis obiiterans) 
Also indicated in: 
Uleerations—diabetic, trophic 
Cold feet, legs and hands 


Supplied: Tablets, 100 mg., bottles of 100. 
REFERENCES: 1. Van Wijk, T. W.: Angiology 4:10, 1953. 2. Gillhespy, R. O.: Brit. M. J. 2:1543, 1957. 


8. Gillhespy, R. O.: Angiology 7:27, 1956. 4. Winsor, T.: Angiology 4:134, 1953. 5. Reeder, J. J.: 
Geneesk. gids. 31:370, 1953. 
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CONFORMS TO CODE 
FOR ADVERTISING 


quiets the cough 


and calms the patient... 


Expectorant action 
Antihistaminic action 
Sedative action 


Topical anesthetic action 


PHENERGAN 


EXPECTORANT 


Promethazine Expectorant, Wyeth 
with Codeine Plain (without Codeine) 


Philadelphia 1, Pa. 


NEW NON-NARCOTIC FORMULA 


Pediatric PHENERGAN 
EXPECTORANT 
with Dextromethorphan*, Wyeth 


*Dextromethorphan for an antitussive action equivalent to 
that of codeine without codeine’s side-effects 
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STRESS 
CONDITIONS 


Infectious diseases 


Cardiovascular diseases 
Metabolic diseases 


CAPILLARY AND 
VASCULAR DAMAGE ARE 
COMMON FINDINGS 


In these stress conditions whether caused by 
nutritional deficiencies, environment, drugs, 
chemicals, toxins, virus or infections 
HESPERIDIN, HESPERIDIN METHYL CHALCONE 
or LEMON BIOFLAVONOID COMPLEX 
are indicated as therapeutic adjuncis for 
the control and management of the associated 
capillary and vascular damage. 


Sunkist and Exchange Brand Hesperidin and Lemon Bioflavonoid Complex are available 
‘to the medical profession in specialty formulations developed by leading pharmaceutical 


manufacturers. 


Sunkist Growers 


PRODUCTS DEPARTMENT 
PHARMACEUTICAL DIVISION 
ONTARIO, CALIFORNIA 
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The Upjohn Company, Kalamazoo, Michigan 


If you were to examine these patients 


could you 
detect 
the asthmatic on 


* 
M S d rol ? Probably not. Not without a history. 


First, because he’s more than likely symptom-free. 

Second, because he shows none of the disturbing changes in appearance, 
behavior or metabolism sometimes associated with corticotherapy. 

Even your practiced clinical eye would find it difficult a 

to spot someone else’s Medrol patient. , 

But in your own patients, you could see the advantages —_/* hits tne disease, 
of Medrol right away. Why not try it? Galle 


TRADEMARK, REG. U.S. PAT. OFF.— METHYLPREDNISOLONE, UPJOHN 
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for intestinal antisepsis... 


NEOTHALIDINE provides fast, effective bowel sterilization. 
It affords broad antibacterial activity in a concentrated, non- 
absorbed dosage form. By reducing gas-producing organisms, 
NEOTHALIDINE provides a non-inflated, easy-to-handle bowel. It 
is effective in the presence of food and other organic substances, 
and aids in the mechanical cleansing of the bowel. 

Monilial complications are not likely to occur when fast-acting 
NEOTHALIDINE is prescribed in the recommended dosage. 


NEOMYCIN is widely used as an intestinal antiseptic because 
it is rapidly effective against most intestinal pathogens. 


Admission at 2 PM 


SULFATHALIDINE® (phthalylsulfathiazole) is the ideal 
adjunct to neomycin because of its effectiveness against Aero- 
bacter aerogenes, Shigella, and Clostridia — organisms that are 
not responsive to neomycin therapy alone. 

Together, as NEOTHALIDINE — a formula that clesely approaches 
the ideal intestinal antiseptic.4 


Supplied: as NEOTHALIDINE Granules in a 120-cc. dispensing 
bottle, to be reconstituted with water at the time of dispensing. 
Each bottle contains 12.0 Gm. of Sulfathalidine® (phthalylsul- 
fathiazole) and 8.0 Gm. of neomycin sulfate (equivalent to 5.6 
Gm. neomycin base). 

1. Poth, E. J.: Intestinal Antisepsis in Surgery, J.A.M.A. 153 :1516, Dec. 26, 1953. 


‘ 


at 8 AM. 


| 


a 


NEOMYCIN AND SULFATHALIDINE® 


EOMYCIN AND 


ideal  SULF ATHALIDINE® 
Aero- 
at are 


IT TAKES TO DO THE JOB 


vaches 


nsing NEOTHALIDINE and SULFATHALIDINE (phthalyisulfathiazole) are trademarks of Merck & Co.. Inc. 
nsing. 
lylsul- 
to 5.6 


6, 1953. MERCK SHARP & DOHME, pivision oF MERCK & CO.., Inc., PHILADELPHIA 1, PA. 
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Swift introduces 
5 new 

High Meat 
one-jar ; 


PERSONALITY GROWTH 
Swift’s High Meat Dinners are so delicious the labels read Pa. od 
like menus .. . so nourishing they contribute importantly High Meat Dinner (Lamb) 
to a baby’s “Pyramid of Growth.” 
Carbohydrate........ 5.4 
There are five tempting varieties even the fussiest little MEE 
Cal/100 gms......... 74 


eaters will enjoy: Beef, Chicken, Ham, Veal and Lamb. 
Each is a nutritionally balanced meal when supplemented 
with milk and fruit. (Typical analysis at right.) 


Swift’s new Dinners are made with the exacting care 
that merits your complete confidence. Delicious meats are 
Swift's specialty ... especially Meats for Babies. 


10385 YEAR 
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FAST-ACTING ORAL BROAD-SPECTRUM THERAPY. The modern blue and yellow 
ACHROMYCIN V Capsules, combining equal parts of pure crystalline ACHROMYCIN Tetracycline HCI and Citric Acid, provide 
unsurpassed oral broad-spectrum therapy. 


Speed of absorption adds new emphasis to the benefits of true broad-spectrum action, minimum side effects and wide range 
effectiveness that have established ACHROMYCIN as an antibiotic of choice for decisive control of infection. 


REMEMBER THE V WHEN SPECIFYING ACHROMYCIN V. new bive ana yetiow 


capsules (sodium-free)—250 mg. with 250 mg. citric acid, and 100 mg., with 100 mg. citric acid. 


ACHROMYCIN V dosage; Recommended basic oral dosage is 6-7 mg. per Ib. body weight per day. In acute, severe infections 
often encountered in infants and children, the dose should be 12 mg. per Ib. body weight per day. Dosage in the average adult 
should be 1 Gm. divided into four 250 mg. doses. 


ACHROMYCIN'V cArsutes 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederte) 
*Reg. U.S. Pat. Off. 
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seldom 
the sole offender 


"G.U.. 


Streptococcus 

faecalis 

urinary infections often are due 
to multiple microorganisms ... [for] 
nh the reason for the most common combination 
encountered ... Esch. coli and 


Str. faecalis, combination therapy 
‘ would appear to offer 
the greatest benefit usually.”* 

| CAPSULES | SYRUP 1. Rhoads, P. $.: Postgrad. Med. 21:563, 1957. 
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Bristol 


SYRACUSE, NEW YORK 


ELIMINATES 
THE ROUTINE 
OF ROTATING 
DRUGS 


INFECTION 


CAPSULES 


Available with the rapid, specific 
urinary analgesic action of 
phenylazo-diamino-pyridine Hcl 
in AZOTREX Capsules only. 


Each capsule contains: 


TETREX (tetracycline phosphate complex). 125 mg. 
(tetracycline HCI activity) 


Phenylazo-diamino-pyridine HC! . . . . 50mg. 


Minimum adult dose: One capsule q.i.d. 
Supplied: Bottles of 24 and 100 capsules. 


SYRUP 


Nonstaining (does not contain azo dye), 
attractively flavored, particularly 

suited for infants, children, elderly 

and obstetric patients. 


Each 5 ml. teaspoonful syrup contains: 

Tetracycline (phosphate 
(tetracycline HCI activity) 


125 még. *DUANAT’ REPRODUCTION. PAT. PENDING. 


Minimum adult dose: One teaspoonful (5 ml.) q.i.d. 
Supplied: Bottles of 4 fl.oz. 


« 
i F 
‘ 
on : 


Pyelonephritis 


Cystitis 


Urethritis 


Provides tissue saturation 
levels of antibiotic and 
sulfonamide covering a wide 
range of organisms. Focuses 
the prompt systemic anti- 
microbial activity of TETREX® 
at the site of infection in 
conjunction with the intensive 
urinary antisepsis of highly 
soluble and efficient sulfa- 
methizole. Eliminates the 
need for rotation of drugs. 


CAPSULES /SYRUP 


‘DUANAT’ REPRODUCTION. PAT. PENDING. 
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REPORT ON DIABINESE 


A New Advance in the 


Oral Treatment of Diabetes 


The full Report on Diabinese 
appears in The Journal of the 


on pages 19 through 43 of the Patients should not be given 
November 22 issue. Your per- eturting dese in excess: of 0.5 
Gm. daily. An initial dosage of 
sonal bound copy is available 250 mg. daily is recommended 
or geriatric diabetics. For fu 
from your Pfizer representative: details action of on 
7 labinese. 


SUPPLIED: 250 mg. tablets, 
scored; bottles of 60 and 250. 


100 mg. tablets, scored; bottles 
of 10 


Science for the world’s well-being 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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The meaning of DIABINESE (chlorpropamide) 


in oral hypoglycemic therapy 


An advance in potency 


An advance in duration of therapeutic activity 


An advance in effectiveness over a wider range of patients 


Diabinese exerts a hypoglycemic effect within one hour, which becomes maxi- 
mal within three to six hours. It exhibits twice the potency of tolbutamide on 
acute administration and up to six times its potency on chronic administration. 
Most patients can be started on only 0.25 to 0.5 Gm. daily given as a single dose 
with breakfast. 


Diabinese has a longer biologic half-life than tolbutamide. Excreted slowly, 80 


to 90 per cent of one administration is eliminated in 96 hours. A single dose. 


provides a therapeutic effect lasting 24 hours or longer. Since it remains in the 
blood as the active hypoglycemic material and is only gradually removed, 
Diabinese affords longer-lasting clinical benefit, with relatively constant blood 
levels, on low, once-a-day dosage. 


The enhanced potency and duration of effectiveness of Diabinese is reflected 
in its notable record of clinical success in properly selected patients. Ninety- 
four per cent of excellent responses to Diabinese are in the most common group 
—the “maturity-onset” diabetics. Diabinese proved effective in 86.4 per cent of 
1,675 patients over 40 years of age. Good results have even been obtained in a 


significant number of “brittle” diabetics, as well as in many patients exhibiting 


primary or secondary failure with tolbutamide. 


DIABINESE 


once-a-day dosage 


Brand of chlorpropamide 


a MAJOR ADVANCE in the 
ORAL treatment of DIABETES 
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: 
eaner 


ic acid salt of 2-dimethyl 


The effects of ‘Deaner’ are unlike those of other 
energizers. After coming on gradually, effects are 
prolonged...free from hyperirritability, jitteri- 
ness or emotional tension... free from excessive 
motor activity ...free from loss of appetite... free 
from elevation of blood pressure or heart rate 
...free from sudden letdown on discontinuance 
of therapy. 


‘Deaner a totally New Molecule 


has proved to be of value in the alleviation of a wide 
variety of emotional disturbances.! It is indicated in 


e chronic fatigue states 
e mild depression 

e chronic headache 

e migraine 

e neurasthenia 


e behavior problems and 
learning defects in children 


“Deaner produces greater daytime energy, 

better ability to concentrate, and a more 
affable mood.? It promotes sounder sleep.? 
In children it enhances adaptability and 


lengthens attention span.® 
Another 1p First 
NORTHRIDGE, 
CALIFORNIA 


324 “Volume XVIII, Number 6 


: 
Olrectiveness 
and fatigue 
yer 
: 
i 
Ler ere Fue Lasat 
Stimulant) 
| se Jr.: Frew 
gan Encephalographic 
ps 
(29 
a 
: 


or 6 


Therapeutic trio brings rapid relief 


V-Kor combines in a single tablet: 


V-Cillin K®—destroys bacterial invaders 
Provides higher blood levels than any other oral penicillin; there are no 


““nonabsorbers.”’ 


Co-Pyronil™—relieves congestion 


Provides quick and prolonged antihistaminic action plus vasoconstriction. 
A.S.A.® Compound—controls fever and pain 


Provides analgesia and antipyresis. 


V-Kor is valuable in acute respiratory 
infections. It quickly eliminates sus- 
ceptible organisms and controls annoy- 
ing symptoms. Rapid recovery and 
patient comfort are thus well assured. 


Usual adult dosage is 2 tablets every 
six or eight hours. Supplied as attrac- 
tive green-white-yellow tablets. 


V-Cillin K® (penicillin V potassium, Lilly) 

Co-Pyronil™ (pyrrobutamine compound, Lilly) 

A.S.A.® © d (acetylsalicylic acid and tophenetidin com- 
pound, Lilly) 


ELI LILLY AND COMPANY +© INDIANAPOLIS 6, INDIANA, 
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VAGINAL JELLY 


when the jelly-alone’ method 
is advised, new Koromex@ 
the outstandingly competent 
spermatocidic agent... 
is now'available 
to physicians. 


AVAILABILITY, ANOTHER H-R “FIRST”. . 
Large tube of Koromex@ vaginal jelly, 125 grams, with 
patented measured dose applicator, is supplied in a 


washable, appealingly feminine zippered kit, at no extra ACTIVE INGREDIENTS: 


IN A SPECIAL BARRIER TYPE BASE 


charge, for home storage. 2.0% 
The 125 gram tube of Koromex@ may also be bought 
separately at any time. Factual literature sent upon request. 

HOLLAND-RANTOS CO., INC. . 145 HUDSON STREET, NEW YORK 13, N. ¥. 
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Whenever a diagnostic ‘“‘tool’’ can give you 
some added advantage in better performance or 
wider usefulness — your own diagnostic skill is 
aided by more complete facts, and your time 
is saved through simpler, more convenient use. 
Each of these Sanborn instruments gives you just 
such added advantages. 

With the new Rappaport-Sprague Acoustic 
Stethoscope, sounds which are only faintly dis- 
cernible or at the threshold of audibility with 
conventional stethoscopes become clearly audi- 
ble, providing new assurance in auscultation. 
Equipped with five chest pieces for sensing and 
localizing sounds of various pitch, and three sets 
of ear pieces for proper fit, this new Stethoscope 
clearly reflects the results of ten years of re- 
search and investigation undertaken during 
its development. 

In the Visette electrocardiograph, true porta- 
bility in a clinically accurate ECG is now a 
practical reality. By its brief case size and 18- 
pound weight, the Visette lets you take ’cardiog- 
raphy to your patient — in his home, at the 


SANBORNAN 


MEDICAL DIVISION 175 Wyman Street, 
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Give your 
diagnostic skill 
the advantage of 
MODERN 
instrumentation 


VISERTE 
ELECTROC ARDIOGRA 
$8Z500 


PRICES DELIVER 
CONTINENTAL U.S.A. 


hospital, at an industrial plant clinic, wherever 
the need exists. Modern electronic components 
—a new, much lighter galvanometer — design 
innovations ranging from pushbutton grounding 
and double-check standardization signals to 
fully automatic stylus stabilization as leads are 
switched — make the Visette the most conven- 
ient ECG you (and your technician) can use. 
And this first (and still the only) 18-pound 
*cardiograph is now being used by more than 
3000 doctors, both here and abroad. 

For the benefits modern instrumentation can 
give you and your patients — by extending your 
diagnostic abilities and saving your time in 
day-to-day practice — ask your local Sanborn 
man for complete facts on these two unusual 
instruments. He will also be glad to tell you 
how you may use a Visette for 15 days in your 
own practice without cost or obligation, through 
the exclusive Sanborn ‘“Try-Before-Buying”’ 
plan. Call or write him soon — or address Inquiry 
Director at the main office in Waltham, Mass. 


Waltham 54, Massachusetts 
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2 hours Lontabs are in the 
stomach and small bowel. Release of 
core substance is well under way. 


X-RAYS 

SHOW 

PYRIBENZAMINE’ 
LONTAB’ 


relieves allergy all day or all night 


The unretouched X-ray films show how Lontabs release 
Fs medication in the digestive tract. So that the prolonged 
lice erosion of the Lontab core could be visualized by X-ray, 
na subject was given 10 Lontabs, each containing 100 mg. of 
a radiopaque substance in place of Pyribenzamine. 


With its unique formulation, the 
edhe Pyribenzamine Lontab not only re- 
a lieves allergy symptoms promptly, 

ee: but sustains relief as long as 12 hours. 


8 hours Lontabs are still visible as 
substance of core continues to be released. 


Special outer shell releases 33 mg. 
Pyribenzamine hydrochloride within 
10 minutes. 


Unique core releases approximately 
18 mg. Pyribenzamine hydrochloride 
the Ist hour, approximately 50 mg. 
from the 2nd to the 12th hour. 
SUPPLIED: Pyribenzamine Lontabs — full-strength — 100 mg. 
(light blue) . 

NOW AVAILABLE: Pyribenzamine Lontabs — half-strength — 50 
mg. (light green) — for children over 5 and for adults who re- 
quire less antiallergic medication. 

PYRIBENZAMINE® hydrochloride (tripelennamine hydrochloride CIBA) 

LONTABS® (long-acting tablets CIBA) 


@/2662KK ¢ I B A SUMMIT, N. J. 
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PARKE, DAVIS & COMPANY 


PALADAC contains a balanced formula | 

ine important vitam ns, wha vhat n 


CAMP PRENATAL SUPPORTS 
scientifically designed for effective supports during pregnancy 


Camp prenatal abdominal supports aid the ports of relief of tension on abdominal 
pregnant patient in three ways: muscles and fascia, decrease in appearance 


1. By supporting the abdomen and aid- of striae gravidarum, symptomatic relief 


to from distress and discomfort of pregnancy 
taining the developing uterus and facilitation of return of venous blood 


f the extremities. I fecine th 
2. By supporting the pelvic girdle and tom the extremities. In replacing the 


2, Bee 5 patient’s center of gravity over the sup- 
awry Be gga of strain on the porting joints, the Camp prenatal garment 
sacro-iliac joint. 


generally relieves strain on muscles on the 
3. By supporting the spinal column, back and feet. 

thus lessening weariness and back- Camp-trained fitters are ready to give your 

ache. prenatal patients immediate, expert serv- 

This complete, scientific support brings re- ice according to your specific prescription. 


S. H. CAMP and COMPANY 


Jackson, Michigan 
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Freddy Fiorinal® says, “My doctor told me— 
I'll relieve your tension headache with 


Fiorinal and straighten you out in a jiffy.” 


DOSE: 1 or 2 tablets, repeated p.r.n. 

up to 6 tabs. Each tablet contains: 
Isobutylallylbarbituric acid 50 mg., 
Acetylsalicylic acid 200 mg., 
Acetophenetidin 130 mg., Caffeine 40 mg. 


GP December 1958 331 


SANDOZ 


Now, a single unique preparation, 
Trisulfaminic, can provide dramatic 
relief from congestion, and at the same 
time protect the patient from secondary 
bacterial invaders. Often within min- 
utes of the first dose, congestion begins 
to clear; the patient can breathe again. 


Trisulfaminic is particularly valuable 
for the ‘‘almost well” patient who is re- 
covering from influenza but is left with 
congested nasal and bronchial passages. 
And for patients with purulent rhinitis, 
sinusitis or tonsillitis, combination ther- 
apy with Trisulfaminic offers a most 
realistic approach to total treatment. 


Oral Decongestant Action. Through 
the action of Triaminic, nasal patency 


TRIAMINIC PLUS TRIPLE SULFAS 


Each Tablet and each 5 ml. teaspoonful of 


Suspension contains: 


(phenylpropanolamine HCl.. 12.5 mg.; 


pheniramine maleate .......... 6.25 mg.; 
pyrilamine maleate .............. 6.25 mg.) 
Trisulfapyrimidines U.S.P. ................+. 0.5 Gm. 
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25 mg. 


nasal and paranasal congestion 
and control secondary invaders 


is achieved rapidly and dramatically. 
Adequate ventilation helps eliminate 
mucus-harbored pathogens. And be- 
cause Trisulfaminic is administered 
orally, there is no problem of rebound 
congestion, no pathological change 
wrought in the nasal mucosa. 


Wide-Spectrum Action, Secondary bac- 
terial infections, which are always a 
threat in upper respiratory involve- 
ment, are forestalled by the wide-spec- 
trum effectiveness of triple sulfona- 
mides. This added antibacterial protec- 
tion makes Trisulfaminic highly useful 
in treating the debilitated patient who 
is prone to lingering or frequently 
recurring colds. 


tablets and 
suspension 


Dosage: Adults—2 to 4 tablets or 
teaspoonfuls initially, followed by 2 
tablets or teaspoonfuls every 4 to 6 
hours until the patient has been 
afebrile for 3 days. Children 8 to 12 
years—2 tablets or teaspoonfuls 
initially; followed by 1 tablet or 

’ teaspoonful every 6 hours. Younger 
children—dosage in proportion. 


SMITH-DORSEY «+ a division of The Wander Company ~« Lincoln, Nebraska + Peterborough, Canada 
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ARREST 
THE ANXIETY 
CARDIAC 
BREAKDOWN 


without affecting autonomic function 


= relieves anxiety and tension 
= aids recovery from acute cardiac episodes 


= makes patients more amenable to necessary 
limitations of activities 


= does not interfere with other drug therapy 
= does not mask toxicity of other drugs 


* SUPPLIED: 400 mg. scored tablets, 
200 mg. sugar-coated tablets. 


dicarbamate 


The original meprobamate, discovered and introduced by 
Wa WALLACE LABORATORIES, New Brunswick, New Jersey 
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PREVENT 


both cause and fear 


ANGINA 
ATTACKS 


Miltrate 


NEW DOVETAILED THERAPY COMSINES IN ONE TABLET 


proven 
safety 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
MILTOWN’ PETN 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 
by Wallace Laboratories long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.’ 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.’’? 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 


Supplied: Bottles of 50 tablets. 

Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 

Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 

Dosage should be individualized. For clinical supply and literature, write Dept.6F 
1. Friedlander, H. S.: The role of atarazxics in cardiology. Am. J. Card. 1:395, March 1958. 

2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957. 


Qi WALLACE LABORATORIES, New Brunswick, N.J. 


Cmt-7186 *TRADE-MARK 
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SPECIFIC MUSCLE RELAXANT PLUS 


EPREF ER 


supp: leds Kit 
tatict 
Ty enc 
breca%p ions Fhe pr: 
bet kept in mind wae 


Effective tolerave: 
PARAFON WIT! 
stiffness, and disability caused By ion and atin 
tisordetes, PARMBON Will: PREGRISOLONE compounds this relief With 


inp tre for arth 


ANALGESIC. 


onthe practical dosage only 6 tab 
provide benefits that last hours 


rics, 
pik botcies of 50. Bach tablet 

125 
sad prednisajone tO 


FOR-RHEUMATISM AND TRAUMARC DISORDERS” 
t 


HOW SUSAN KEPT BILLY 
FROM CRYING... 


He stopped whimpering when I pointed to the 
G-E monogram. Even in Billy’s small world, 
these two letters stood for something familiar 
— something he saw on so many good 
things at home. Soon he was happily diverted, J 
waiting for the doctor to check his radiograph. 


\ 


Patrician 


7 


Patients can tell the quality... 


but PATRICIAN’S modest price is your surprise 


A glance at the familiar G-E nameplate tells 
people this is quality — but have you dis- 
covered Patrician’s remarkable value? Have 
you ever seen a low cost x-ray unit with all 
these features? Included are both fluoroscopic 
and radiographic facilities; 200-ma full-wave 
power; full-length 81” table; independent 
tubestand; recipromatic Bucky; rotating- 
anode tube and much more — all yours at a 
ptice competitive with other low cost units. 


MEET THE PATRICIAN PERSONALLY! 
Your G-E x-ray representative will be happy 


to introduce you to one in your area. Or write 
X-Ray Dept., General Electric Co., Milwau- 
kee 1, Wisconsin, for Pub. F-121. 


Progress [s Our Most Important Product 
GENERAL 
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designed to be equally effective as both 


a MUSCLE RELAXANT 
a TRANQUILIZER 


the first true«TRANQUILAXANT”™* 


offering new freedom for your patients... from muscle spasm 
& 


th 


from tension and anziety, from side effects neither 


<L. tranquillus, quiet; L. laxare 
loosen, as the muscles] 


EXCEEDS OLDER DRUGS UP TO 4 TIMES IN PERCENTAGE OF CLINICAL EFFICACY ticht 


The results of clinical studies of over 4000 patients by 105 physicians demonstrate that TRANCOPAL often is effective 
other drugs have failed. From these studies it is clear that TRANCOPAL probably can provide more help for a greater numbe 
tense, spastic, and/or emotionally upset patients than any other chemotherapeutic agent in current use. 


EXCELLENT 
EXCELLENT 


Goop 
FAIR 
POOR 
EXCELLENT 
Goop 
* FAIR 
Goop 
FAIR 
POOR 


EXCELLENT 
Goop 
FAIR 
POOR 

_ EXCELLENT 


35 (28%) Poor 


(9%) 
100 (14%) 


19 (15%) 


EXCELLENT 
EXCELLENT 
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FAIR 

41 (23%) POOR 
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»ANCOPAL...the first true “tranquilaxant” 


th a muscle relaxant and a calmative agent. 


musculoskeletal disorders, 91 per cent effective. 


anxiety and tension states, 93 per cent effective. 


er incidence of side effects than with zoxazolamine, 
thocarbamol or meprobamate. 


known contraindications. Blood pressure, pulse 
te, respiration and digestive processes unaffected 
therapeutic dosage. No effects on hematopoietic 
tem or liver and kidney function. 


pr toxicity In animals, even less toxic than aspirin. 


p e=stric irritation. Can be taken before meals. 


» clouding of consciousness, no euphoria or 


L. laxarel 


perceptible soporific effect, even in high dosage. 
ctive w 
number 


EXCELLENT 


y 


Compare Trancopal with 3 widely 
used central relaxants 


FOR ACTIVITY 


Singh Oose 
TRANCOPAL @ = 
Meprabomate & 
Zoxazotamine & = 500 mg. 


Considering the usual human dose, Trancopal, the 
first true “tranquilaxant,” is four to ten times as 
potent per milligram. 


Daily Cose 
Same as above, t.i.d. 


FOR SAFETY 


Comparati\'s pharmacologic tests showed 
Trancopat is up to thirteen times as safe, or up 
to thirteen times less toxic. The measure of safety 
was the LDs. in mice/usual human dose. 


FOR CLINICAL EFFECTIVENESS 


TRANCOPAL Meprobama: Meth en Zoxczolamine 


A clinical comparison in low back pain, torticoliis, 
bursitis and anxiety states showed that Trancopal 
is up to four times as effective. Each of 40 pa- 
tients received all four drugs in random rotation 
for several days. While each of the four drugs 
gave some relief, only the one providing the most 
effective relief was recorded. 


TRANCOPAL thoroughly 


evaluated clinically 


“In the treatment of conditions associated with skeletal muscle 
spasm there was a high percentage of satisfactory results 
(excellent, good or fair) in 310 patients (94%) out of 331 treat 
. .. In 120 patients with simple anxiety or tension states res 
were satisfactory in 114 (95%). Dosage of chlormethazanone 
in all cases was 100 mg. t.id. As well as relieving the anxiety — 
or tension state, chlormethazanone also allowed these patients 
to resume their usual occupations.” (Lichtman) 2 


the first true “TRANQUILAXANT” 


Dosage: One Caplet (100 mg.) orally three or four times daily. Reliaf 
of symptoms occurs in fifteen to thirty minutes and lasts from {our to six 
hours. 


Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


( Laboratories New York 18, N. Y. 


* Beker, A. &, > Modern Med. 26:140, April 15, 1958. » Cohen, A. {.: In preparation. * Coop 
Study, Department of Medical Research, Winthrop Laboratories. + Gesier, R. M., and Couiston, 
Toxico!. & Appi. Pharmacol. To be published. Gesier, R. M., and Surrey, A. R.: J. Pharmeco!. & 
gherap. 122:24A, Jan., 1958. + Gesler, R. M., and Surrey, A. R.: 4. Pharmacol. & Exper. The 
122:517, April, 1958. - Lichtman, A. L. : Kentucky Aced. Gen. Pract. J. 4:28, Oct., 1958. * S 
A. R. ; Webb, W. G., and Gesicr, R . M.: J. Am. Chem. Soc. 80:3469, July 5, 1958. 
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Dear Doctor End: 


You may remember an exchange of correspondence 
we had a little over a year a ing the “PLUS” 


Plan of the American Acad 
ecessary to advise you of a 
jnsurance plan. 
recently for 
fied them by mail 
which I found myself. The day that letter © 
Kansas City, i 1 from that city, am 
other from th ive in Mil- 
waukee, and a 
was handled with gra nd delicacy, 
thoroughness, frequent personal and a most 
reasonable attitude matters. I 


The letter at right is reprinted : 
from the April issue of the 4 


Wisconsin Fam e only say that I have the highest respect for the insur- 


igor ance company and for the persons representing it at 
letter was the local level. 
. Edgar End, Very sincerely yours, 
ry-Treasurvr of the 
Wisconcin Academy of 


Genera! Practice. 


(Name withheld) 


er than anything we might soy, the above letter high 
igh- 


lights some of the ma 

ny advantages of carryin 

| liability insurance in the PLUS Plan — the 
that is available enly to AAGP y-sponsored 


INES AND 
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Group Planning 
HAS ASSURED YOUR SECURITY 


A i ae years of careful research and 
study, the Committees on Insurance for The American Academy of 
General Practice have brought together a full portfolio of group 
insurance plans to assure your security .. . 


To Insure Your Estate... 
Accidental Death and Dismemberment Insurance to $250,000.00 with under- 
writing waived. 

To Insure Your Income... 


Accident and sickness insurance supplemented to produce income up to $200.00 
per week. 


To Insure Against Catastrophic Loss... 


A Family Plan to pay the disastrous losses which long hospital and nursing 
care may occasion. Benefits to $10,000.00. 


To Insure Your Office Expenses... 


Up to $1,000.00 per month to maintain your office while you are disabled. 
Premiums tax deductible. 


44 


In whole or in part, the AAGP Group Insurance Program is 
a splendid membership service. Full details may 
be had from your administrative office. 


HAG SP GROUP PLANS, INC. 


ADMINISTRATIVE OFFICES: 3615 OLIVE ST., SUITE 2106, ST. LOUIS 8, MO. 
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GP 


IMPROVE YOUR PATIENT'S CLINICAL PICTURE 


in urinary infections 


UROBIOTIC 


A THREE-WAY ATTACK FOR ADDED CERTAINTY 


TERRAMYCIN — the antibiotic of choice 

in hee’ ane d infections for almost a decade — 
road-range effectiveness, safety, and 

high urinary concentration. 

pilus GLUCOSAMINE — a naturally occurring 
eontietins agent for peak urinary and 

~S els of Terramycin. 


SULFAMETHIZOLE — the sulfonamide 
of choice for urinary disinfection; 

noted for outstanding solubility, 
minimal acetylation, rapid 

and proven safety. 


> PHENYLAZO-DIAMINO-PYRIDINE — 
for prompt and effective Jocal analgesia. 


EACH UROBIOTIC CAPSULE CONTAINS: Cosa-Terramycin (oxytetracycline 
with glucosamine) 125 mg.; ‘merece 250 mg.; phenylazo-diamino-pyridine HCl 
50 mg. Supply: Bottles of 50 


DOSAGE: 1-2 capsules four times daily. 


* Science for the world’s well-being 
PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 


*Trademark 
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CONTEMPORARY DESIGN, ECONOMY 
AND COMPLETE VERSATILITY, MAKE 
THESE THE FINEST MATTERN X-RAY 
UNITS EVER OFFERED. 


COMPACT—less space required .. . SIMPLIFIED—but 
allowing technical flexibility ... CONTEMPORARY—will 
compliment its surroundings . . . VERSATILE—diagnostic 
radiography—fluoroscopy. 


. 
\ 
a 


COMPLETE .. . 18” focal spot table 
top distance...recipromatic 
bucky .. . hand tilt table . . . 
12” x 16” fluoroscopic screen . . . 
motor driven table . . . spot device 
12" x 12” fluoroscopic screen. 


4 


... 100 MA Control, floor, 

desk or wall mount 

. .. 300 MA Full Wave Con- 

trol Console, 1/30 second 

“ electronic timer . . . both 
with integrating fluoro- 

scopic timer. 


MOVING? 


WHEN YOU CHANGE your address, be sure to notify GP 
Circulation, preferably one month in advance. That way, 
you'll get every issue on time. Simply fill in the form be- 


low, clip, and mail in envelope to GP Circulation. 


CHANGE OF ADDRESS FORM 


GP Circulation 
AMERICAN ACADEMY OF GENERAL PRACTICE 
Volker Boulevard at Brookside, Kansas City 12, Missouri 


AAGP Member Non-Member 


(Be sure to check proper classification above, for prompter 
location of your old addressograph plate.) 


MY NAME: 


(Please print plainly) 


MY OLD ADDRESS: 


Street 

Clty Zone___ State 
MY NEW ADDRESS: 

Street 

City Zene__ State 
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newest study’ cites 
«+ ~ 3 major reasons why 


arlidin| 


brand of nylidrin hydrochloride N.N.R. 


OFFICIAL RECOGNITION PIN 
For lapel wear. 5% diameter. 


Sturdy positive-action hinge links. 


OFFICIAL TIE CHAIN 


ist the items you want on your prescription blank 
or letterhead; Send the list with your check for 
the total amount to: American Academy of Gen- 
eral Practice, Volker Boulevard at Brookside, “a 
sas City 12, Missouri. Write for illustrations of 


ber 6 


‘the various styles of rings. When you order a 
ring, a size chart will be sent immediately upon 
-receipk of your order. C.O.D. orders carry a few 
cents additional postage. Allow. twé weeks for de- 
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brings dependable relief 
where other drugs fail 


in 
intermittent claudication 
of 
arteriosclerosis obliterans 
recent thrombotic closure 
thromboangiitis obliterans 


also effective in 
diabetic vascular disease 
Kkaynaud’s disease 
ischemic ulcers 
night leg cramps 
cold feet, legs and hands 


1 While other drugs improve circulation only in 


the skin and do little to relieve muscle pain 
and spasm, Arlidin effectively dilates blood vessels 
in skeletal muscle—where needed most. 


2 While other vasodilators, after their first 


beneficial effects, have little value in increasing 
walking tolerance in peripheral vascular disease, 
Arlidin improves the ability to walk in 2 out of 3 
patients for as long as it is administered. 


reactions ... ease of administration’’. 


3 Arlidin assures ‘‘freedom from side or toxic 


Arlidin is available in 6 mg. scored tablets and 5 mg. 
per cc. parenteral solution. See PDR for dosage 
and packaging. 


protected by U. S. Patent Nos. 2,661,372 and 2,661,373. 


*Stein, 1: Annals of Internal Medicine 45:185, 1956. 


Sample supply of Arlidin and reprint on request, 


arlington-funk laboratories 
division of U. S. VITAMIN CORPORATION 
250 East 43rd Street, New York 17, N. Y. 


OFFICIAL JEWELRY 
ALL OFFICIAL JEWELRY bears the seal of the American ii : 
Academy of General Practice. The seal is handsomely ie 
crafted of bive and white enamel and gold or silver (to Ee 
match the jewelry metal you choose). The itself ; 
jewelry 
is the finest available. Any piece makes a distinctive 
| personal gift or professional award. : 4 
gold* filled silver 
$ 9.50 $ 6.00 $ 4.50 : 
Te choin 24.00 11.00 9.00 
29.00 13.00 12.00 
20.00 11.00 10.00 
Coff aks 26.00 11.00 10.00 
Ring (caduceus on shanks) 68.00 Ronson lighter 12.75 
Ring (bive spinel stone) 74.00 cold jewelry is 14 karat 
Ring (leaf shank design) 34.00 except the tie chain, tie pin ond oS 
Ring (small seal) 24.00 money clip, which are 10 korot. Ss 
Chapter president's key 39.00 105 fed. excise tax. 
| | : 
| 
| 
; 


SPERMICIDALMONILIASTATICTRICHOMONASTATIC 


*Spermicidal, moniliastatic, trichomonastatic. The evident increase in the incidence of moniliasis suggests regular use of a con- 
traceptive shown in the laboratory to be moniliastatic. Also, Lanteen jelly’s proven activity against trichomonas can aid in prevent- 
ing reinfection wiih this organism by the male partner. Lanteen contraceptive jelly enables all your patients to use continuously 
the preferred and safest contraception technique. Even problem patients do not have to change to the condom method or otherwise 
interruot the diaphragm-jelly regimen. Now your patients can have triple protection with no extra cost. Lanteen jelly is not a treat- 
ment for clinically active moniliasis or trichomoniasis. Write for complete details on Lanteen’s triple protection. Lanteen jelly con- 
tains Ricinoleic Acid 0.50%, Hexylresorcinol 0.10%, Chlorothymol 0.0077%, Sodium Benzoate and Glycerin in a Tragacanth Base. 


DISTRIBUTED BY GEORGE A. BREON & COMPANY, 1450 BROADWAY, NEW YORK 18, N.Y. (IN CANADA: E. & A. MARTIN RESEARCH ® 
LTD.,20 RIPLEY AVENUE, TORONTO, CANADA) MANUFACTURED BY ESTA MEDICAL LABORATORIES, INC., CHICAGO 38, ILLINOIS 


MISS PHOEBE NO, 27 IN A SERIES 


When it comes to comfort, 
maneuverability and smooth riding, 
modern Everest & Jennings chairs 

do make a “super” standard for 
comparison. A far cry frora the popular 
old conception of “wheel chair 
confinement,” bright, lightweight, 
folding Everest & Jennings chairs 
have restored the delight of going places 
and doing things for thousands. 


One-arm drive model permits 
control of both wheels from 
one side of chair. 


*, ..a big red one with a coaster brake and a There’s a helpful authorized dealer near you 


super-duper ride like Aunt Phoebe’s E & J chair!” EVEREST & JENNINGS, ie. ebb saebenes 25 
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Efficacy of Antihemophilic Plasma in controlling the postopera- 
tive oozing that often occurs when patients have been massively 
| transfused with banked blood has been reported by Howland. ° 


He describes routine use of this specially processed plasma when 


IG oozing persists after 
closure of the wound. 

Fibrinolysis, he found, 

“usually responds dra- 

matically” to its administration. Why this hemostatic 

(} (} / N G efficiency? Because Antihemophilic Plasma is fresh 

con. plasma that has been rapidly processed to retain the 
vent: labile clotting factors which are rapidly lost in banked 
blood. Hyland Antihemophilic Plasma (Irra- 


4 
~ diated, Dried ) requires no grouping, typing or 
crossmatching. Just reconstitute with accom- 
Jase, @ @ @ panying diluent and it is ready to administer. 


ly Five-year dating. Available in 3 sizes: 50 cc. with built-in filter for syringe administra- 


tion; 100 cc. and 250 cc., each with administration set. 

“Howland, Ww. Cardiovascular and Clotting Disturbances during Massive Blood Y N 
thesiology 19 (2): 140-152 (March-April, 1958). 

Hyland Veleasuberios, 4501 Colorado Blvd., Los 

Angeles 39, Calif.- 160 Lockwood Ave., Wasthews, N. > 


MODERNIZE YOUR OFFICE 


worn mew 


| 


PROTECTS ‘AGAINST PAIN 
AND CONTROLS ANXIE TY. 


Equipment selection for your treatment room is easy hy Ear 
when you choose STEELINE. Every piece is designed to wer. 
make the day’s work easier, faster and more pleasant. 


For complete specifications consult your new Aloe 


General Catalog. Your Aloe representative will be 
glad to assist you in every way. Dept. 110 


14 fully-stocked 
a.s. aloe company | division... 
1831 OLIVE STREET © ST. LOUIS 3, MO. coast to coast 
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THE AMERICAN ACADEMY OF GENERAL PRACTICE 
Vetker Bevleverd ot Broohuide, Kansas City 12, Missouri 


THIS CARD MAY SAVE YOUR LIFE 
ALWAYS CARRY IT WITH YOU 


EMERGENCY ADDRESSES 


Card is detached at the px-foration lines by patient before use. 


MOTE: A diabetic person may act strangely during severe insulin 
reaction. Suger er candy will sid recovery. 
i CALL A PHYSICIAN 
Operation Wie 
| 
| “Prepared and distrineted by The Americon Acodemy of Generel Practice 
MEDICAL EMERGENCY 
IDENTIFICATION CARD 3 af 
tification card may save your life. If you are in- Ge 
jured or suddenly ill, the physician who treats you 
vides essential facts. Carry the card on your per- 
son at all times. 
THE AMERICAN ACADEMY OF GENERAL PRACTICE 
BACK 
Shown two-thirds of actual size 


\ 


New I. D. card 
for your patients 


This new Emergency Mediccl Care Card 
folds in half to fit billfold pocket. 

It has space for emergency addresses 
and telephone numbers, including 
your own. It carries medical data, 
filled in by you, of importance 

in emergency treatment: blood type, 
drug sensitivity, diabetic condition. 
The Academy’s Commission 

on Legislation and Public Policy 
designed this card for free distribution 
to your patients. 


Emergency Medical Care Cards 


are available at cost, two dollars per 100 
(minimum order: 100 cards), 

from Academy headquarters. 

Use the order blank below. 


ORDER BLANK 


The American Academy of General Practice 
Volker Boulevard at Brookside 
Kansas City 12, Missouri 


Please fill my order, as checked below, for the new Medical Emergency 
Identification Card. I understand that the price is $2.00 per 100 cards, 
postage prepaid. 


[LJ 100 cards for $2.00 (L] 400 cards for $ 8.00 
(0) 200 cards for $4.00 (0 500 cards for $10.00 
[J 300 cards for $6.00 cards at $2.00 per 100 


(_] My check covering this order is attached. 


In cose of emergency, please notify: 
EMERGENCY MEDICAL CARE CARD 
Dete of Birth Soler of 
Other Medical Surgical 
ig a 
' 


when your steidine orders specify... 


TUCKS 


Soft ready-to-use cotton flannel pads 
saturated with witch hazel (50%) and 
glycerine (10%), pH about 4.6. 

As a dressing . .. TUCKS cools and smooths 
traumatized tissue . . . without occlusive ve- 
hicles or “—caine” type anesthetics. 

In the hospital, Tucks can be kept by the 

bedside for frequent, easy changing by the 

patient or nurse. 
As awipe... TUCKS takes the trauma out of 
—- tender tissue and encourages more 
thorough hygiene. 
TUCKS may also be sent home with patient 
for continuation of care. 


jars of 40 and 100. 


Ac 
NNEAPOLIS: 16, MINNESOTA 


TRI-AZO-MUL 


Each 100 cc. contains: 
SULFADIAZINE (mi ) 3.381 Gm. 
SULFAMERAZINE (mi _ icrocrystalline) 3.381 Gm. 
SULFAMETHAZINE (microcrystalline) 3.381 Gm. 


In a palatable, stable emulsion pleasantly flavored with 
True Raspberry Flavor. 


average nful (80 min.) represents .5 Gm. 
(7.7 grs.) of these 3 combined a drugs 


in suspension. 


TRI-AZO-TABS 


each tablet contains .6 Gm. (7.7 fc of the above 
three combined sulfa drugs. 


among a drugs for est poten 
Wide Spectrum . Highest blood levels . Safety * 
Minimal side effects. 


Supplied in pint bottles only. 
Tablets in bottles of 100, 500, 1000. 


FIRST TEXAS CHEMICAL MFG. CO. 


DALLAS, TEXAS ATLANTA, GA. 


INA ATTACKS.- 
PROTECTS. AGAINST PAIN 
AND On. ANXIEES 


pavanrrnars: 


and Pentaeryth 


/ 
ard 
} 
hemorrhoids and 
after perineorrhaphy | 
n 
Is 
cy 0, { 
@ generous sample of TUCKS—cnough for several 
“hospital patients — complete and return this card: 
——- 
— 
4 


Preserve 
your GP copies 
permanent 
| binding 


THIS RIGID BINDING of washable buckram keeps 
your back issues neat, ready for reference by volume. 
It comes in medium blue with gold stamping on 
the spine (“GP,” AAGP seal, volume number and 
year) and your name in gold on the front cover. 
The price of binding is $4.15 per volume. To 
order yours, send all six issues of each volume to 
be bound to the address below via prepaid parcel 
post or express. They furnish indices. Make your 
check or money order payable to PABS (Publishers 
Authorized Binding Service). Within four weeks, 
you will receive your bound volume prepaid. The 
address: PABS — Publishers Authorized Binding 
Service, 5811 W. Division Street, Chicago 51, Ill. 
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MOORE and CO. INC 


Prestige Pharmaceuticals for over 50 Years 


WORCESTER 1, MASS. 


PREFERRED 
CITY, mo. 


BUSINESSMEN, 
EXECUTIVES, 
FAMILIES 


During certain convention periods, all 
available Kansas City hotel rooms are 
frequently taken. 

You can be assured of comfortable ac- 
commodations in Kansas City, by writ- 


t i tel, t 
The Bellerive preferred by FEWER ANGINAL TACKS, 


rates—guarantees (with advance notice) 


AIR- reservations anytime of the year to you, AND CONTROLS: ANXIETY. 


CONDITIONED ‘P¢ Preferred guest. Ask for your “Pre- 


ferred Guest Card”, today . . . at no A 


Free obligation. Free Radio & ‘Television set 
Parking in every Room, Rates from 4 50 


BELLERIVE Hotel 


214 East Armour at Warwick Boulevard 


IN CHICAGO IT’S THE HAMILTON HOTEL 
20 S. Dearborn Street 


re AK G 
— 
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PROTECT Little Braves Scalps 


WW 


ANOTHER FINE PEDIATRIC 
SPECIALTY BY BREON 


g emulsion with Diaparene® Chloride 
(methylbenzethonium chloride) in an oxycholesterin absorption base of liquid 
petrolatum and lanolin. The absence of keratolytic agents renders it safe to use 
for the prevention and treatment of cradle cap.* 
al H.D. and Maffia, A.J., ‘A New Treatment for Cradle Cap”, N.Y. State Med., 57:265-267, Jan. 
HOMEMAKERS PRODUCTS DIVISION 
George A. Breon & Company, 1450 Broadway, New York 18, N.Y. 


Help keep “Information Please”’ Informing... 


any questions © 


OccasIONALLy you encounter a particularly thorny case. .. one that 

defies diagnosis or treatment. Next time one arises, send the data on it to 
GP’s medical editor. He passes it on to an authority in the proper field for 
consideration. Then the query and the probable solutions may appear 

in GP’s regular department, “Information Please.” 


Whether or not the case actually appears in print, your confidence is 
respected and your anonymity preserved. 


Send your question, marked “Information Please,” to: 
GP Editorial Department, Volker Boulevard at Brookside, 
Kansas City 12, Missouri. 
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HEAD COLD 


PHENAPHEN PLUS 


Phenaphen Plus is the physician-requested _ each coated tablet contains: Phenaphen 


j j Phenacetin(3gr.). . 194.0 mg. 
orn: Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
histaminic and a nasal decongestant. Phenobarbital (4 gr.) . . . . 16.2 

_ Hyoscyamine Sulfate . . . . 0.031 mg. 
plus 
, Prophenpyridamine Maleate . . 12.5 mg. 
Available on prescription only. 77 Phenylephrine Hydrochloride . 10.0 mg. 
SA 


For return to more normal, happier activity and 
improved behavior in the “Old Age Syndrome” — 
Niatric brings renewed interest and emotional 
relief from mild depression, confusion, and for- 
getfulness. Niatric improves circulation, helps to 
protect capillary integrity and to guard against 
the “little strokes” often found in your older pa- 
tients suffering from symptoms of cerebral vas- 
cular insufficiency. 


LITERATURE AND SAMPLES AVAILABLE ON REQUEST 


COMPOSITION: Pentylenetetrazol 100 mg., Nicotinic Acid 
50 mg., Ascorbic Acid 100 mg., Bioflavonoids 100 mg. 


GP December 1958 


A.. F. ASCHER & CO., INC. + Ethical Medicinals/ Kansas City, Mo. 


353 


NOSE:COLD WINTER 
7ic"OLD AGE SYNDROME” 
; 
ae 
He's active ~ 


‘Ya 
4g 
4 

Fy 


YOUR 


...in the attractive 
Jesse Jones Volume File 


Specially designed and produced for GP, this File Despite its rich appearance, the Volume File is rea- 
will keep one volume (six issues) clean, orderly — sonably priced. Carefully packed and sent postpaid, 
and readily accessible. In a combination light blue _—_‘ Files cost only $2.50 each. Many GP readers find 
and dark blue Kivar, which looks and feels like it more convenient and economical to order 3 for 
leather, its 16-carat gold leaf hot-embossing makes $7.00 or 6 for $13.00. If you are not entirely sat- 
it a fit companion for your finest bindings. Your __ isfied, for any reason, return the File to us within 
back issues are protected against dirt and wear— 10 days for a full refund. 
any specific issue can be located instantly. 


MAIL COUPON AND CHECK DIRECT -TO MANUFACTURER FOR PROMP 


Jesse Jones Box Corp.. 
P. O. Box 5120, Philadelphia 41, Pa. 


Please send me, prepaid ______G P Volume Files @ $2.50 each, 3 for $7.00 or 6 for $13.00 


Name 


; 
3 
7 
ik 
Jones File 3 
‘B 4 
‘Bal 
‘i 
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from intensive research... 


MODERN EQUIPMENT 


for the 


MEDICAL PROFESSION 


ELECTROCARDIOGRAPHY — 
After 10 successful years in 
the manufacture of electro- 
cardiographs, we are proud 
to present the new dual- 
speed EK-ill. The higher 
speed facilitates the study 
of rapid electrocardiographic 
deflections. 


ULTRASOUND — The all-new 
UT-400 provides continuous 
ultrasonic energy or pulsed 
energy where a greater pro- 
portion of mechanical effect 
to thermal is indicated. 


DIATHERMY—The Burdick 
line includes the MW-1 Mi- 
crotherm® and the MF-49 
short wave unit. 


INFRARED THERAPY —The 
Zoalite series has become 
the standard of quality and 
performance for the hospi- 
tal, physician’s office and 
home use on prescription. 


ULTRAVIOLET — Burdick hot 
quartz mercury arc lamps 
assure effective treatment 
with a minimum of exposure 
time. 


CARDIAC MONITOR — The 
Telecor monitors the heart 
beat electrically with needle 
electrodes, or mechanically 
through a digital pulse pickup. 


THE BURDICK 
CORPORATION 
MILTON, WISCONSIN 


Branch Offices: 
NEW YORK * CHICAGO 
ATLANTA ¢ LOS ANGELES 


Deaiers in all principal cities 
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Novahistine 


EXPECTORANT 


combines the decongestive effects of 
Novahistine and the cough-control 
action of dihydrocodeinone with the 
liquefying, expectorant action of am- 
monium chloride. 


Each 5 cc. teaspoonful contains: 
Phenylephrine hydrochloride... 10.0 mg. 
Prophenpyridamine maleate.... 12.5 mg. 
Dihydrocodeinone bitartrate. . .. 
Ammonium chloride 
Sodium citrate 
Chloroform (approx.)........... 13.5 mg. 
|-Menthol 

(Alcohol 5%) 
Dosage: Adults—2 teaspoonfuls, three or 
four times daily. Children—% the adult 
dose. Infants—% to % teaspoonful, three 
or four times a day. 


Supplied in pint and gallon bottles. 


DIVISION OF ALLIED LABORATORIES, INC. 


PITMAN-MOORE COMPANY 
V/ 
| INDIANAPOLIS 6, INDIANA 
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Until you provide 


GREATER RELIEF 
with longer-acting* 


Novahistine 


*A single dose provides relief for as long as 12 hours. 


Novahistine LPt combines the action of a 
quick-acting sympathomimetic with an 
antihistaminic drug for a greater decon- 
gestive effect. 


Each LP tablet contains: 
Phenylephrine hydrochloride...... 20 mg. 
Chlorprophenpyridamine maleate. 4 mg. 
Supplied in bottles of 50 and 250 tablets. 


Usual dose: Two tablets, morning and 
evening. For mild cases (and children), 
1 tablet. Occasional patients may require 
a third daily dose, which can be safely 
given. {Trademark 


PITMAN-MOORE COMPANY 


DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 
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for Christmas 


A SUBSCRIPTION to GP makes an appropriate gift 
to student, intern or colleague. It keeps coming 
all year as a reminder of your friendship. 
Youngsters particularly enjoy the freshness 
of GP’s approach to medical journalism . . . color, 
summaries, subheads, pictures. ‘They benefit 
from the practicality of its scientific section. 

As soon as your instructions arrive, announcement 
of your gift goes to recipients. Use the coupon 
to order. You need not send any money now. 
The price is five dollars a year (12 issues) 
for students, interns, residents and libraries; 
ten dollars for practicing physicians. 


eee ees personalized folder announces your gift! 


Mark and mail your order today! 


GP Vother Boulevard at Brookside 
Kansas City 12, Missouri . 


Enter a one-year subscription to GP and send a gift announcement to: 


(Please print or type) 
Recipient’s name. 


(Check one) Student, intern, resident or library, $5 [] 


Practicing physician, $10 [] 


Recipient’s address 


City, zone, state. 


(Check one) Bill me Oo Payment enclosed [] 


Donor’s name_. 


Address 


: jp \ No 
: 
q 
| 


and...in C0) MIS 
complicated by 
useless, exhausting 


Novahistine-DH™ 


(fortified Novahistine with dihydrocodeinone) 


When “head colds” become “chest 
colds” Novahistine-DH promptly 
controls coughs and keeps air pas- 
sages of both head and chest clear 
of obstruction. 


Each teaspoonful (5 cc.) of grape-flavored 


Novahistine-DH contains: 

Phenylephrine hydrochloride....... 10 mg. 
Prophenpyridamine maleate. ...... 12.5 mg. 
Dihydrocodeinone bitartrate........ 1.66 mg. 
Chloroform (approx.)............. 13.5 mg. 
Supplied in pint and gallon bottles. 
*Trademark 


DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 
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WHEN BABIES 
AND CHILDREN 
ARE CONSTIPATED 


Borcherdt 
MALT SOUP EXTRACT | 


by promoting aciduric intestinal fiora, produces soft 
gas-free stools naturally. There are no side effects 
of any kind. 

Thousands of pediatricians and general practition- 
ers have told us of splendid results. 

Two tablespoonfuls in the daily formula (or in 
water for breastfed babies) is the effective intake. 
For growing children MALT SOUP EXTRACT is 
added to milk, mixed with a cereal or mixed with 
fruit juices. 

MALT SOUP EXTRACT is specially processed 
non-diastatic barley malt extract neutralized with 
potassium carbonate. It is a food supplement—not 
a drug. 


Samples and literature will be sent gladly 


BORCHERDT COMPANY 


217 North Wolcott Avenue, Chicago 12, Illinois 
In Canada CHEMO-DRUG COMPANY, LTD., Toronto 


1 
| Borcherdt Company | 
| 217 .N. Wolcott Ave., Chicago 12, Ili. | 
Gentlemen: Please send me free sample of Malt Soup | 
Extract and literature. 
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GP 


No. 548 ZIMFOAM® FINGER SPLINT 


Lightweight, x-ray penetrable. Many 
uses, such as for transverse fractures 
of phalanges, baseball splint, finger 
cot and finger protector. 

Made of malleable aluminum with 
cushion of foam rubber. Easily cut 
with scissors and readily shaped. 


7 


fracture 
equipment 


No. 921 TRACTO-HALTER 


Applies gentle but effective force to 
occiput for cervical traction while 
avoiding temporo-mandibular pain. 
Contoured Sandwich design prevents 
uncomfortable pressure on chin and 
cheek. Patient converses normally. 


No. 710 MYO-CERVICAL COLLAR 


White polyethylene plastic. Padded for com- 
fort. Made in four sizes—large, medium, 
small and small, extra long. Easily applied. 
When ordering, state circumference of neck 
and distance from chin to sternum. 


RIB BELTS 


Zimmer Rib Belts eliminate all adhesives and make 
comfortable dressings. For rib fractures, pleurisy and 
other conditions requiring chest binders. Made in 13 
sizes from 24” to 48”. 


No. 168 MEN’S RIB BELT 


Two shoulder straps for support, three 
buckle straps provide for snug adjust- 
ment to the body. Substantially made 
of soft webbing. 


No. 644 LADIES RIB BELT 


Has gathered sections on each side 
and cut-away front to make splint 
completely form fitting. Two buckle 
straps and shoulder straps adjustable 
for maximum support. 


hese and many other items are shown in the new 
catalog. Mail the coupon below for your free copy. 


ZIMMER MANUFACTURING COMPANY 
Warsaw, Indiana, U.S. A. 


MAIL THIS COUPON FOR YOUR =f == 


ZIMMER CATALOG @) y 


Address 


City 


December 1958 


UMPS VACCINE 


A specific immunizing antigen (chick embryo origin) 
for prevention or modification of mumps in children 
and adults. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER. N. Y. 


FEWER ANGINAL ATTACKS, 


PROTECTS AGAINST PAIN 


AND CONTROLS 


EQUANITRATE® 
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ANNOUNCEMENTS 


Institutional (Wyeth) .... 46 
Major Symposium on 
Hypertension (Merck 


Sharp & Dchme)...... 233 
BOOKS 
Books (Mosby) ........ 176 
Developmental Series 

DIETARY 


Carnalac (Carnation)..... 42 
Cereal (Cereal Institute). . 244 
Dairy Products (National 


Dextri-Maltose (Mead 
62 


Gerber Products (Gerber).309 
Instant Milk (Carnation). 234 
Instant Sanka (General 
Foods) 
Karo Syrup (Corn 
Products)....:..:. 
Mazola (Corn Products). . 29 
Meats for Babies (Swifi) . 
Oatmeal (Quaker)... .. . .226 


EQUIPMENT 


Anoscope (Welch Allyn) . 222 
E & J Chairs (Everest & 

346 
Equipment (Burdick). . . .355 
Medalist X-Ray (Mattern).344 
Nebulizers & Vaporizers 

(DeVilbiss) 
Patrician X-Ray (General 


336 
Steeline (Aloe) .......347 
Visette (Sanborn)..... 
INSURANCE 
Group Insurance (AAGP).342 
Insurance (Jones)... .... 341 
PHARMACEUTICALS 


ABDEC (Parke, Davis) . 20 
Achrocidin (Lederle). ... 34 
Achromycin V 


52, 317 
Alertonic (Merrell)... ... 24 
Alphosyl (Reed & 

61 


Ambeny| (Parke, Davis) . .303 
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Index to Products 


PHARMACEUTICALS (Cont.) 
Arlidin (U. S. Vitamin). 345 


Artane (Lederle)........ 299 
Ataraxoid (Pfizer)... .. .. 33 
Azotrex (Bristol)........ 318 


Betadine (Tailby-Nason). .252 
Bioflavonoids (Sunkist) .312 
Bradasol (Ciba). ........ 56 
Butazolidin (Geigy) . .opp. 48 
Cantil/Tridal 


(Lakeside) ...... 3rd Cover 
Cathomycin (Merck Sharp 
64 


Celginace (Mead Johnson) . 192 
Chloromycetin (Parke, 


(Warner- 

308 
Cliniquick (Ames) ...... 194 
Clysmathane (Fleet)... .. 184 
Compazine (Smith Kline & 

8 


Convertin-H (Ascher)  .218 
Coricidin (Schering) 14, 177 
Cosa-Tetracyn (Pfizer). . .296 
Cradol (Homemakers) .. .352 
Cyclospasmol (Ives- 


310 
Deaner (Riker)......... 324 
Decadron (Merck Sharp & 

201 
Delfen (Ortho) ....... 67 
Deprol (Wallace)....... .191 
Desitin (Desitin)....... .236 
Diabinese (Pfizer)... .... 321 


Digitalis (Davies, Rose) . . 250 
Diuril (Merck Sharp & 


274 
Donnagel (Robins)... .. . 18 
Dorbane/Dorbanty! 

(SchenLabs).......... 216 
Dulcolax (Geigy)... ... . .198 
Dumogran (Squibb)... . . 230 
Eldec (Parke, Davis)... . .209 
Elkosin (Ciba). ..... .. .295 
Emetrol (Kinney)... .... 298 
Engran (Squibb)... . . . 
Enovid (Searle)......... 1 
Equalysen (Wyeth) ..... 22 


Equanitrate (Wyeth) 
347, 349, 351, 359 
Ferrolip (Flint-Eaton).. . .302 


Fiorinal (Sandoz) ....... 331 
Formatrix (Ayerst)...... 16 
Fostex (Westwood)...... 38 
Furacin (Eaton)......... 26 
Furadantin (Eaton)... ... 196 
Furoxone (Eaton)....... 306 


Gentia-Jel (Westwood). . .180 


PHARMACEUTICALS (Cont.) 


Gentian Violet Supprettes 


(Webster).......... 260 
Ilopan-Choline (Warren- 

Il 
llosone (Lilly)... .... opp. 78 
Iodo-Niacin (Cole)... . . . 215 


Kantrex (Bristol) . . . .opp. 38 
Kemadrin (Burroughs 
Wellcome)........... 224 
Kenalog (Squibb). ...... 6 
Kolantyl (Merrell) .2nd Cover 
Koro-Flex (Holland- 


Koromex-A (Holland- 

326 
Kryl (Ayerst). .. 300 
Kynex (Lederle)........ 179 
Lanteen (Esta).......... 346 


Lotusate (Winthrop)... . . 174 
Madribon (Roche). . . . 181, 
183, 185, 187 
Malt Soup (Borcherdt) . . .358 
Mandelamine (Warner- 


269 
Massengill Powder 

(Massengill)....... opp. 68 
Mediatric (Ayerst)...... .270 


Medrol (Upjohn)..21, 66, 313 
Mephyton (Merck Sharp & 
78 
Meprospan (Wallace).... 28 
Metamine (Leeming)... . .242 
Mi-Cebrin T (Lilly)... . . .212 
Midicel (Parke, Davis)... 73 
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This patient's bieod-pressure controlled 
for the first time without side effects 


Remember this particular patient. He typifies the thousands of patients 
involved in a clinical investigation which promises to bring about a 
major change in rauwolfia therapy. The patient is being treated in a 
Massachusetts hospital. His blood pressure without treatment ranged 
up to 220/138; now for the first time, it is being maintained near nor- 
mal without side effects. This dramatic case history is part of the story 


of a remarkable new antihypertensive agent Singose erp F 


(syrosingopine CIBA) 


coming as soon as sufficient supplies are available... 
from CIBA, world leader in hypertension shieit 
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relief for localized or generalized G.I. disorders 


“,...the most effective available 
colonic anticholinergic drug.” 


TABLET 


plain or with phenobarbita 


For the colon 


“...relieves or reduces diarrhea, distention 
and pain in many patients with functional 
and organic colon disorders.”? 


CANTIL (plain)— each scored tablet contains 25 mg. 
of CANTIL. Bottles of 100 yellow compressed tab- 
lets. CANTIL with Phenobarbital—each scored tablet 
contains 25 mg. of CANTIL and 16 mg. of pheno- 
barbital (warning: may be habit forming). Bottles 
of 100 cocoa-brown compressed tablets. CANTIL is 
the only brand of the postganglionic parasympa- 
thetic inhibitor N-methyl-3-piperidyl-diphenylgly- 
colate methobromide. 


rapid, prolonged relief 
throughout the G.I. tract 


TABLET 


TRIDAL 


(DACTIL + PIPTAL in one tablet) 


A cholinolytic of choice,3 TRIDAL relieves 
pain and spasm, normalizes motility and 
secretion. It is rapidly and dramatically 
effective in pylorospasm, peptic ulcer, hiatus 
hernia, biliary dyskinesia, chronic pancre- 
atitis.3 

Each TRIDAL tablet contains 50 mg. of the visceral 
eutonic DACTIL® (the only brand of piperidolate 
hydrochloride) and 5 mg. of the anticholinergic 
PIPTAL® (the only brand of pipenzolate methyl- 
bromide). Bottles of 50 compressed, white tablets. 
CANTIL and TRIDAL are distinguished by unusual 


freedom from urinary retention, blurred vision, dry 
mouth.?"5 


{1) Kleckner, M. S., Jr.: J. Louisiana M. Soc. 108:359, 1956. (2) Riese, J. A.: Am. J. Gastroenterol. 28:541, 1957: 
(3) Settel, E.: J. Am. Geriatrics Soc. In press. (4) Jefferson, N. C., and Necheles, H.: J. Urol. 76:651, 1956. (5) Necheles, H., 
and Kirshen, M. M.: The Physiologic Basis of Gastrointestinal Therapy, New York, Grune & Stratton, Inc., 1957, p. 88. 
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when your little patient >. 


is burning with fever..... 


Tempra 


Acetaminophen, Mead Johnson 


syrup - drops 


brings relief quickly... conveniently 


— safe 
——. well tolerated 
——. easy to give 


tastes good 
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